New Orlea 


an 


ns Medical 


Surgical Journal 





Vol. 98 


JANUARY, 1946 


No. 7 





CARCINOMA OF THE CERVIX 
AN ATTEMPTED FOLLOW-UP STUDY OF 500 


CASES. I. ANALYSIS OF MATERIAL* 


PETER GRAFFAGNINO, M. D.+ 
and 
ELIZABETH M. McFETRIDGE, M. A. 
NEW ORLEANS 

This series of papers has a twofold pur- 
pose: (1) to report the end-results and cer- 
tain other statistical data derived from an 
attempted follow-up study of 500 women 
with carcinoma of the cervix treated at 
Charity Hospital of Louisiana at New Or- 
leans over an approximately five and one- 
half year period ending July 1, 1937, and 
(2) to discuss the implications of these data 
and the concl{sions to be drawn from them. 

The material is entirely unselective ex- 
cept that pathologic proof of the disease 
was required in every instance. It is also 
consecutive except for the omission of an 
occasional case which could not be located, 
for one reason or another, in the hospital 
files. The omission of these few cases makes 
no difference. The aim of the study was 
not to prove anything about the incidence 
of the disease in this particular institution, 
or anything about the hospital death rate, 
but merely to determine, as far as possible, 
what happened to 500 women treated seven 
years or more before this study was under- 
taken, and, more important, why it hap- 
pened. 


It might be well to emphasize in the be- 
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ginning that the number of proved cases of 
carcinoma of the cervix treated in the hos- 
pital during the period of the investigation 
represents only a portion, and by no means 
the major portion, of the total number of 
cases treated during these years. In a few 
of the unproved cases the omission of 
biopsy was probably a frank diagnostic 
error, which had serious consequences. In 
the great majority, however, it was prob- 
ably not necessary for diagnosis, and in 
many instances it would merely have been 
meddlesome interference. For one thing, 
the loss of even a small amount of blood by 
an already anemic and cachectic patient is 
always undesirable. For another, simple 
humanity demands that an incurably ill 
woman, for whom nothing can be done, 
should not be disturbed merely to secure 
scientific proof of a disease which is en- 
tirely obvious from the clinical findings and 
course. 
PLAN OF PROCEDURE 

The plan of procedure is worth outlining 
in some detail, as illustrating the difficul- 
ties of following-up “cold” material of this 
sort: 

1. Following the selection of 500 con- 
secutive cases of carcinoma of the cervix on 
the basis of pathologic proof of disease, it 
Was necessary to search the yearly admis- 
sion cards of the hospital for each name 
from the date of the patient’s first admis- 
sion until the current year unless death oc- 
curred earlier. This search was required 
because during the period covered by the in- 
vestigation the unit system of admission 
was not in effect at Charity Hospital (it 
was instituted July 1, 1937) and each ad- 
mission of each patient was an independent 
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and unrelated record. Inevitable errors in 
the spelling of names, errors due to care- 
lessness, failure to inquire concerning pre- 
vious admissions, or to make entries con- 
cerning them on the charts, and the habit of 
negro patients, in particular, of giving dif- 
ferent names on different admissions made 
the identification of the complete file for 
each patient anything but an easy task. 


2. The Radiotherapeutic Department 
and the Social Service Department of the 
hospital kindly permitted a search of their 
files, and the New Orleans Department of 
Public Welfare searched its own files for 
local patients. Some end-results, chiefly 
fatal, were thus found, and additional ave- 
nues of investigation were opened up. 

3. Letters were next sent out to the lat- 
est addresses of all patients not located by 
the methods already described. Letters re- 
turned as undeliverable and letters to which 
no replies were received were sent out suc- 
cessively to other addresses given by the 
patients and to the persons whom they had 
named as references. An incidental recom- 
mendation from this study would be that 
every patient admitted to a public hospital 
should be required to supply at least one 
reference at an address other than his or 
her own. All of the patients in this group 
were on the economic level on which fre- 
quent changes of address are the rule. 
Patients on this level, furthermore, who 
move frequently make little lasting impres- 
sion on the communities in which they live; 
this was particularly true of the negro 
women who made up considerably more 
than half of the 500 patients studied. In 
some instances as many as a dozen inquiries 
about the same patient produced no results. 

4. If letters to a patient at all stated 
addresses and to her references at all stated 
addresses produced no results, inquiries 
were addressed to the physician who had 
referred her to the hospital. All patients, 
of course, had not been thus referred. 


For several reasons the results of this 
line of investigation were particularly poor. 
Many letters were not answered at all. In 
many instances, particularly in women re- 
ferred from the country, the patients had 


been seen for the first and only time when 
they were sent into the hospital, and the 
physicians reported that their files did not 
contain the names. A number of physicians 
had died and their successors knew nothing 
of the patients. A number of the physicians 
had entered the service and their office 
files were not available for examination. In 
this connection, special mention should be 
made of the lieutenant commander who, 
literally on the brink of the Pacific Ocean, 
took time for a courteous reply, which in- 
cluded full information about the patient 
in question. Finally, in some instances, all 
knowledge of the patient was denied, though 
later investigations of the public records 
showed that some of the physicians in this 
group had signed the death certificates of 
the patients being sought. 

5. When all other methods of inquiry 
had failed, the vital statistics of the State 
of Louisiana and the City of New Orleans 
were investigated, the search for each 
patient beginning with the date on which 
she was last discharged: from the hospital 
and continuing until the current year unless 
her death were located earlier. The search 
of the City records was complete. The 
search of the State records, although exten- 
sive, was not exhaustive because indexing 
of the material for certain years was in 
progress and all the files were not available 
for use. 

ANALYSIS OF MATERIAL 
END-RESULTS 

Of the 500 patients who make up this 
series, 358 are known to have died within 
periods varying from eight hours to nine 
years after they were first seen, and 39 are 
known to be alive for periods varying from 
seven to 12 years after the initial treatment. 
Of the patients known to be dead, one who 
had survived seven years without evidence 
of recurrence died of a heart attack imme- 
diately after a rather ill-advised cystoscopy, 
and a second, who had survived five years 
without recurrence, died of lymphatic 
leukemia. They can fairly be considered as 
part of the known salvage (the term being 
preferred to cure), which thus becomes 41 
cases. 

The followed-up cases number 397, 79.4 
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per cent of the total, which, in view of the 
lapse of time between treatment and the ;~ ms ot te 1 
beginning of the attempted follow-up, is a }» bad 
remarkably good proportion to be traced. |,, os 
Of the 103 patients not followed-up, al- 7% | 
though from the statistical standpoint all of [” . 
them, in the absence of information to the [* a 
contrary, must be regarded as dead, it may }* a 
be said that five may possibly be alive and |, "| 
49 undoubtedly are dead. The estimate is |. = 
based on their status when they were last 
seen and is, of course, entirely speculative. [” 15% 

RACE AND AGE a. ‘l 

One hundred eighty-three of the 500 .° mi 9S) BS BS! Bei Bei 2 

patients were white and 317 were negro. a ee a en ee 
During the period in question the ratio of Fig. 1, Proportionate cumulative age incidence 


hospital admissions was, for all practical 
purposes, 55 white to 45 negro. There are, 
however, certain possible explanations for 
the negro predominance in the series. One 
is that the gynecologic admissions at Char- 
ity Hospital are always higher on the negro 
than on the white service. Another is that 
during the major portion of the period cov- 
ered by the investigation negro women 
could be hospitalized, in addition to the New 


in 183 white and 317 negro cases of carcinoma of 
the cervix. 
therapy, consisting only of cauterization of 
the cervix and the application of 1,300 mg. 
hrs. of radium. 
PARITY AND MENOPAUSE 

The proportion of parous women in this 
series is somewhat higher than in many re- 
ported series, though in all series parous 


women greatly predominate. Only four 


Orleans Charity Hospital, only at the patients were unmarried, and only 25 were 
Shreveport Charity Hospital, or, if their absolutely sterile. Fourteen had had only 


finances permitted, at one private hospital 
in New Orleans of limited bed capacity. No 
conclusions are warranted from the racial 
distribution of cases in this series except the 
obvious one that negro women frequently 
have carcinoma of the cervix. How many 
negro women die of the disease in their 
homes, without ever being hospitalized or 
without a correct diagnosis of their condi- 
tion it is not possible to say. 

The age range in the 500 cases was from 
20 to 78 years of age and approximately 
two-thirds (325) of the patients were be- 
tween 35 and 55 years of age. The im- 
pression held by most Southern gynecol- 
ogists that negro women develop cervical 
malignancy at an earlier age than white 
women is further borne out by this study 
(fig. 1). The youngest patient in the whole 
series, as a matter of fact, was a negro 
woman, first seen at the age of 20, who has 
survived 11 years in spite of serious rheu- 
matic heart disease and totally inadequate 


abortions, but the remaining 457 had borne 
from one to 17 children each, and 78 had 
had one or more abortions. One patient, 29 
years of age, had had eight children and one 
abortion, and another woman, 30 years of 
age, had borne only one full-term child but 
had had nine criminal abortions. 


Exclusive of the 29 patients with malig- 
nancy of the cervical stump, who will be 
discussed as a separate group, 229 women 
stated that they had passed the menopause. 
In 26 cases the lapse of time between the 
menopause and the onset of symptoms was 
not stated. In 11 cases the last period had 
occurred within the previous year, in 30 
cases within the previous two years, and in 
the remaining cases between three and 35 
years before. Many patients in the meno- 
pausal years could make no distinction be- 
tween the irregular and occasionally hem- 
orrhagic bleeding which sometimes accom- 
panies the climacteric and the bleeding 
which heralded the onset of malignant dis- 
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One white woman, 59 years of age, 


ease. 
had had episodes of irregular bleeding for 
the preceding 10 years but during this 
whole period had never consulted a physi- 
cian. 


ETIOLOGIC CONSIDERATIONS 
This investigation contributes nothing to 
the possible etiology of cancer except, as 
will be pointed out later, that it confirms 
further the concept that the disease is prone 
to develop in lacerated and diseased cer- 
vices. Inquiries as to familial cancer seem 
to have been very casual, and only 11 in- 
stances of the disease, in only three of 
which the cervix was involved, were report- 

ed among the patients’ relatives. 


It is of interest that one patient in the 
series had a primary carcinoma of the 
stomach, one a primary carcinoma of the 
breast, and one a basal cell carcinoma of the 
forehead in addition to the cervical malig- 
nancy. Several death certificates listed the 
causes of death as carcinoma of the rectum 
or the bladder, but death certificates, as will 
be pointed out later, may be highly inaccu- 
rate, and it is believed that in all instances 
these malignancies were not primary but 
were merely extensions of the original cer- 
vical disease. 

Sorba' has suggested, with not very con- 
vincing reasons, that syphilis may play 
some part in the etiology of cancer. In this 
series 17 white and 35 negro women either 
had positive serologic reactions or had past 
histories of syphilitic infection. The inci- 
dence of syphilis at the New Orleans Char- 
ity Hospital, however, is generally high, and 
these figures are not regarded as of any 
significance. 

HISTOLOGIC CLASSIFICATION 

With few exceptions, gynecologists and 
radiotherapists agree that the histologic 
type of cervical malignancy does not play a 
major role in the outcome of a given case. 
This is a reasonable point of view. In the 
first place, the stage of the disease at which 
the patient is seen is infinitely more im- 
portant than the histologic type. In the 


second place, the radioresistance of slowly 
growing malignant cells, generally speak- 
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Fig. 2. Distribution of histologic types in 500 


cases, and grades of malignancy in 303 graded 
cases, of carcinoma of the cervix. 


ing, balances the response to irradiation of 
rapidly-growing cells. 

The histologic study of these 500 cases 
(fig.2) throws no light upon either the 
fatal or the surviving cases. In the 39 sur- 
viving cases, the malignancy was classified 
merely as carcinoma in seven, and as “very 
early” carcinoma and as epidermoid carci- 
noma in one each. In the remaining cases 
transitional and squamous cell malignancy 
appeared in about equal proportions. In 
the 29 cases in the surviving group in which 
grading was done, one case was listed as 
grade 1 and another as grade 4. The re- 
maining cases were rather evenly dis- 
tributed between grades 2 and 3. 

CLINICAL CLASSIFICATION 

Infinitely more important than the his- 
tologic classification of cancer in any loca- 
tion is the clinical classification or stage of 
the disease. The prognosis in any case of 
carcinoma of the cervix depends upon two 
chief considerations: (1) Whether the dis- 
ease is clinically recognizable or can be 
diagnosed only by the microscope, and (2) 
whether the disease has spread beyond the 
cervix. If the malignancy can be recog- 
nized only microscopically and if it has not 
spread beyond the cervix, it is early and the 
chances of cure (salvage) are good. If it 
is recognizable clinically and if it has spread 
beyond the cervix, it is advanced and while 
cure (salvage) is entirely possible in some 
cases, it has become problematical in all. 
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It is unfortunate that so much confusion 
has arisen concerning the clinical classifica- 
tion of carcinoma of the cervix. The League 
of Nations classification” is widely used but 
it is impractical for any but experienced 
gynecologists, who must be possessed, at 
that, of a high degree of omniscience to 
classify the disease in the detail required. 
Furthermore, as N. F. Miller* has pointed 
out, this classification does not take cogni- 
zance of the physical impossibility of de- 
termining definitely at any given stage of 
the disease whether or not parametrial ex- 
tension has occurred. 

From the standpoint of clinical classifica- 
tion the 500 records studied from the New 
Orleans Charity Hospital are extremely con- 
fused. They could scarcely be otherwise. 
In the first place, the hospital staff had not 
adopted (and still has not adopted) any 
standard of classification. In the second 
place, there was seldom anything on the in- 
dividual record to indicate what system of 
classification had been used. Finally, the 
evaluations were done by a large group of 
men of varying abilities and of varying de- 
grees of optimism. It was unfortunately 
clear, however, that the great majority of 
cases were advanced. The most liberal in- 
terpretation of the material does not permit 
the inclusion of more than 50 or 60 cases in 
stage 1, and puts 125 to 150 cases in stage 
1, in which the parametria are fixed or the 
whole pelvis is frozen. 

The League of Nations classification re- 
quires that when there is doubt as to the 
stage to which a given case is to be allo- 
cated, the earlier stage should be chosen, 
and requires, further, that when a stage has 
been determined upon prior to treatment, it 
should not afterward be altered. These re- 
quirements are naturally essential in the 
statistical comparison of series of cases, but 
otherwise are somewhat impractical. Ina 
fair number of cases in this series an earlier 
optimistic classification made on the first 
examination was changed, when the patient 
had been thoroughly relaxed under anes- 
thesia, to a later, more advanced stage. The 
second decision, so far as the cases followed 
up are concerned, usually proved correct. 


dll 


On the other hand, one patient whose condi- 
tion was thought to be so advanced when 
she was first examined that presacral sym- 
pathectomy was done as a_ prophylactic 
measure following irradiation, is still alive 
and well at the end of eight years. In a 
number of instances examination by equally 
experienced gynecologists, resulted in two 
different opinions, the more pessimistic of 
which almost invariably proved to be the 
wiser. 
CLINICAL STATUS 

More than half of the patients in this 
series were in poor physical condition when 
they were first seen because of the malig- 
nant disease itself. Many had suffered ex- 
hausting hemorrhages; in a number of in- 
stances the hemoglobin level was only 30 
per cent and the red blood cells numbered 
less than 1,500,000 per cubic millimeter. 
Transfusion was frequently necessary be- 
fore any treatment could be considered. 
Many patients were cachectic and many had 
lost large amounts of weight. Some weighed 
less than 100 pounds when they were first 
observed, and one patient, who died five 
weeks after she was first seen, weighed 65 
pounds at death. Many had foul discharges, 
many had active infections, and some had 
rectovaginal or vesicovaginal fistulas or 
both. 

Eleven patients, 10 of whom were ne- 
groes, were moribund when they were first 
seen. One negro woman was brought in by 
ambulance after an exsanguinating hemor- 
rhage and died within eight hours. So far 
as could be determined, she had had no pre- 
vious medical care of any kind. 

The poor physical status of a number of 
patients was due to extragenital conditions 
as well as to malignant disease. Sixteen 
white and 54 negro women were hyperten- 
sive, the systolic pressures in some in- 
stances reaching 280 mm. mercury. Sixty- 
five women had various forms of cardiac 
disease, which frequently was very serious. 
Five had diabetes and three had chronic 
nephritis (not related to extension of malig- 
nancy to the urinary tract). Thirty-four 
white and 35 negro women were obese, the 
majority in this group weighing between 
200 and 225 pounds and one weighing 275 
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pounds. In at least two instances of obesity 
irradiation was abandoned as hopeless with 
the facilities available, and in a few other 
instances intravaginal irradiation was sub- 
stituted for the usual technic. No patient 
thus treated is numbered among the sur- 
vivors. According to the histories, four 
white and 32 negro women had uterine 
fibroids. Actually, the number of fibroid 
cases in the negro group was _ probably 
higher; it is believed that the records were 
not accurate in this respect. 
DIAGNOSTIC CONSIDERATIONS 

In more than 90 per cent of the 500 cases 
which make up this series a clinical diag- 
nosis could readily have been made, though, 
as will be pointed out later, carcinoma of 
the cervix was not always the first diag- 
nosis considered. Diagnosis in every in- 
stance was eventually established by biopsy, 
which in 15 instances was done from two to 
four times. 

PATHOLOGIC PROCESS AND CAUSE OF DEATH 

Since postmortem examination was per- 
formed in only 72 of the 358 known deaths 
in this series, an extended discussion of 
pathologic changes would not be particu- 
larly profitable. For all practical purposes 
they are similar to the changes excellently 
described by Pearson and Garcia‘ in other 
series from the New Orleans Charity Hos- 
pital. The tabulation of complications in 
the present series is necessarily incomplete 
because considerably less than half of the 
fatal cases were under observation until 
death. Had all of the patients who died 
been followed to their exodus, the number 
would undoubtedly have been considerably 
higher. 

The large number of cases in which 
urinary tract complications occurred is in 
agreement with other reported series. The 
involvement was variously due to encroach- 
ment of the growth on the ureters and to 
irradiation fibrosis; in many instances it 
was not possible to differentiate between 
these causes. Demonstrable bone metas- 
tases did not occur in more than 12 cases, 
but clinically occurred in several times as 
many. There were 16 recognized instances 
of vesicovaginal fistulas, 14 instances of 
rectovaginal fistulas, two instances of both 





varieties, and one instance each of sigmoido- 
vaginal, ileo-uterine and ceco-uterine fistu- 
las. Of 20 instances of pyometra (the num- 
ber is believed to be unreasonably low) only 
nine followed irradiation. 

The majority of the 92 patients who died 
in the hospital died of hemorrhage, 
cachexia, or urinary involvement, chiefly in 
the form of terminal uremia; in a few cases 
all three causes seemed to be operative. 
Four died of peritonitis following the ap- 
plication of radium. Four died of non- 
cancer-connected causes. Two would un- 
questionably have died shortly of malig- 
nant disease, but the other two, as already 
noted, had survived for five and seven 
years, respectively, without evidence of re- 
currence. 

Statements as to the causes of death in 
the 266 patients who died outside of the 
hospital must be made with caution. With 
perhaps half a dozen exceptions the in- 
formation secured from relatives gave can- 
cer as the cause of death. Without excep- 
tion the same cause of death was given in 
the cases concerning which information was 
secured from referring physicians. In a 
surprising number of instances, however, 
the causes of death secured from public 
statistics were stated to be other conditions 
than carcinoma of the cervix, though in 
many instances, as will be pointed out later, 
the patients had been observed too recently 
to make any cause other than malignant 
disease a complete improbability. 

THERAPY 

Irradiation: In all but 11 of the 500 
cases in this series therapy consisted of 
radium, deep-voltage x-ray therapy, or both. 
At the present time the ideal treatment of 
carcinoma of the cervix, stated quantita- 
tively, consists of not less than 5,000 mg. 
hrs. of radium and not less than 10,000 r 
units of deep-voltage therapy, though the 
modern emphasis, to speak categorically, is 
rather upon the areas irradiated than upon 
the total amount of irradiation. Further- 
more, the dosages specified are neither safe 
nor practical for all patients, and salvage 
has been accomplished with very much 
smaller amounts. Four of the 39 survivors 
in this series, for instance, have survived 
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seven years or more with single applications 
of 1,200 to 1,300 mg. hrs. of radium as their 
only treatment; obviously all had very early 
disease. In the whole series only 28 
patients received treatment which meets the 
modern criteria, and it is ironic that only 
one of the 28 is included among the 39 sur- 
vivors; the 27 others all had advanced dis- 
ease when they were first seen. 


The fundamental reason, aside from the 
individualization of dosage always required 
in the treatment of carcinoma of the cervix, 
why so few of these 500 patients received 
adequate treatment has already been men- 
tioned, that during the period of this study 
the amount of radium owned by the hospital 
and the facilities for high-voltage therapy 
were totally inadequate for the case load. 
During the last two years of the study, as a 
matter of fact, most patients with advanced 
disease could not be treated even palliatively 
for the reason, at once cruel and merciful, 
that available facilities were reserved for 
patients in whom an absolute chance, or a 
greater chance of survival existed. That is 
one reason why 43 patients in the series had 
no treatment at all. 

Since optimum modern treatment was for 
practical reasons impossible in most of these 
500 patients, the arbitrary criteria were set 
up for the purposes of this analysis that a 
minimum of 3,000 mg. hrs. of radium anda 
minimum of 5,000 r units of deep-voltage 
therapy would be regarded as possibly cura- 
tive treatment. Even by these lowered 
standards only 194 patients had either 
radium or x-ray treatment or both in ade- 
quate amounts. 

One of the 11 patients treated 
by surgery was submitted to Wertheim 
hysterectomy, following 3,600 mg. hrs. of 
radium and 3,960 r units of deep-voltage 
therapy. The operation was performed by 
a competent gynecologic surgeon but the 
malignant disease was more extensive than 
had been suspected and the patient died 
eight months after operation, after having 
developed distressing urinary tract compli- 
cations. The other 10 patients were sub- 
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mitted to simple hysterectomy, cancer not 
being suspected in four instances when the 
operation was done, though a review of the 
records suggests that it should have been 
considered as a possibility in three of these 


cases. The details of these surgical cases 


will be commented on in a later paper in 
the series. 


Palliative or pain-relieving procedures 
were done in a number of instances, as fol- 
lows: Colostomy was carried out in four 
cases, in two of which it was the only form 
of treatment. Nephrectomy and bilateral 
renal decapsulectomy were done in one case 
each. Lumbar sympathectomy was done in 
five cases, in one of which it was the only 
procedure, and in another of which, as al- 
ready noted, it represented unnecessary 
prophylactic caution. Alcoholic injections 
were done in a number of instances, always 
with limited and transient benefit, and 
sometimes with no benefit at all. 

CARCINOMA OF THE CERVICAL STUM?P 

Twenty-nine patients in this series had 
been submitted to supravaginal hysterec- 
tomy, chiefly for uterine fibroids, from five 
months to 35 years before they sought medi- 
cal consultation for malignant disease of the 
cervix. In six instances the operations had 
been done within the preceding two years, 
and malignant disease was undoubtedly 
present when they were performed. Eleven 
patients were white and 18 were negro. 
Four patients, all negro, are known to be 
alive from seven to 11 years after treat- 
ment. Two of the survivors had been oper- 
ated on within two years and the two others 
within seven years of the development of 
symptoms of malignant disease. 

Another patient (not a survivor) possi- 
bly should be added to the group of patients 
with carcinoma of the cervical stump. She 
reported cessation of menstruation follow- 
ing an “operation on the ovaries’ 16 years 
earlier; the history was suggestive of uter- 
ine fibroids. Extensive malignant disease 
precluded any decision as to whether or not 
the uterus was present, and postmortem 
examination was not permitted. 
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SUMMARY 

This is the first of three papers concern- 
ing the results of an attempted follow-up 
study of 500 women with carcinoma of the 
cervix treated at Charity Hospital of 
Louisiana at New Orleans over the approxi- 
mately five and one-half year period ending 
July 1, 1937. The statistical results of the 
study are reported in this communication ; 
succeeding communications will deal with 
the implications of these results and the 
conclusions to be drawn from them. 

Of the 500 women in the series, 183 of 
whom were white and 317 of whom were 
negro, 358 are known to have died and 3 
are known to be alive for periods varying 
from seven to 12 years after treatment. 
Two other patients, who died of non-cancer- 
connected causes after surviving for five 
and seven years, respectively, without re- 
currence, should be included among the sur- 
vivors. 

The age, parity, histologic classification, 
clinical classification and other data are re- 
ported. All but 11 of the 50 patients were 
treated by irradiation, but only 28 had 
treatment which meets the modern criteria. 
The basic reason for the inadequacy of 
therapy was the lack of adequate facilities 
for treatment in relation to the patient load 
during the period covered by the investiga- 
tion. 4% 

Of the 29 patients with carcinoma of the 
cervical stump, four, all negroes, are in- 
cluded among the 39 survivors. 
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THE TREATMENT OF CARCINOMA OF 
THE CERVIX AT CHARITY 
HOSPITAL* 

II. ANALYSIS OF 716 CASES 
THREE-YEAR AND FIVE-YEAR END RESULTS 
MANUEL GARCIA, M. D.7+ 

and 
SCHLOSSER, M. D.+ 
NEW ORLEANS 


Two years ago we presented before the 
Society a preliminary report of the end re- 
sults obtained in the treatment of carci- 
noma of the cervix at Charity Hospital 
(Garcia and Menville, 1943); the results 
were assessed at the end of three years and 
covered the period April, 1938 to August, 
1939 inclusive. A greater number of cases 
has now become suitable for analysis, and 
in the present communication we propose 
to review the work for the four year period 
ending March 31, 1942. 

PLAN OF TREATMENT 

The plan of treatment we have adopted 
has gradually evolved from a critical evalu- 
ation of the technic employed in other 
clinics (Lacassagne, Tod and Meredith, 
Schmitz, Hurdon, Healy and Twombly), 
and from the experience accumulated in 
treating over a thousand patients with car- 
cinoma of the cervix since supervoltage 
equipment became available to us in 1939. 
The method of treatment followed till then 
was described in our previous report. The 
radium technic has been placed on a more 
rational basis but remains essentially un- 
changed. The use of higher voltage, how- 
ever, made it necessary to proceed with 
caution, since even today the literature con- 
tains scanty information on proper dosage 
with this quality. 

It is well to realize that x-ray therapy is 
an essential part of the treatment, not an 
auxiliary measure to be used haphazardly. 
Unless particularly favorable circumstances 
prevail, radium can be expected to control 
the disease only in the central zone of the 
pelvis, the more peripheral neoplastic foci 
being inadequately irradiated; hence x-rays 
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*Read before the Orleans Parish Medical So- 


ciety, May 14, 1945. 

¥From the Department of Radiology, Charity 
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of Louisiana School of Medicine. 








y- 


l- 
re 





GARCIA AND SCHLOSSER—Carcinoma of Cervix 315 


must supply this deficiency. It follows that 
the two sources of radiation are mutually 
complementary, and that they must be care- 
fully integrated if one is to secure fairly 
homogeneous irradiation throughout the 
areas actually or potentially invaded by 
cancer. 

With this objective in mind, x-ray ther- 
apy is administered first and is calculated 
to deliver a dose of 3000 r + 15 per cent to 
the lateral edge of the parametria in a 
period of three weeks. This is followed in 
a few days by radium therapy, giving 6600 
r to the paracervical region in five days, 
which requires an exposure of 6500 to 8500 
mghrs. The total duration of treatment is 
thirty to thirty-one days. The three-dimen- 
sional distribution of the combined irradia- 
tion then encompasses the main areas of in- 
volvement in a dosage range high enough 
to anticipate control of the disease in a sub- 
stantial proportion of the cases (Mayneord 
et al, Mayneord and Lamerton, Quimby). 


Since the irradiated zone is small this 
plan is obviously a compromise between 
theoretical completeness and practical pos- 
sibility, especially as regards the treatment 
of the pelvic lymph nodes. We feel however 
that it is better to irradiate intensively the 
sites of frequent metastases than to irradi- 
ate inadequately all possible areas of in- 
volvement, especially when such an at- 
tempt is associated with greater risk of im- 
mediate and late reactions. 

Certain modifications of the plan of 
treatment occur in practice. In patients 
with severe infection radium therapy may 
be impossible and intravaginal x-ray ther- 
apy by Merritt’s method has been substi- 
tuted. 
recurrences, 


In carcinoma of the stump, and in 


interstitial radium therapy 


must be frequently employed. In late cases 


x-ray therapy alone may be possible. 
THREE YEAR SERIES 

The material consists of 716 consecutive 
cases of carcinoma of the cervix admitted 
to Charity Hospital during the four-year 
period ending March 31, 1942. All cases 
with a clinical diagnosis of carcinoma of 
the cervix are accepted in our institution, 


even when moribund, so no selection of any 
type has been exercised in assembling this 
series, except that cases without histologic 
proof have been eliminated. This enables 
us to report absolute rates in accordance 
with the rules of the Radiologic Sub-com- 
mittee of the League of Nations (Heyman, 
1940). It means that we are in a position 
to assess the minimum accomplishment of 
treatment in dealing with the entire ma- 
terial, since untreated, incompletely treated, 
and untraced patients are included in the 
computation of the results. In this connec- 
tion it may be mentioned that 96 per cent 
of the cases have been traced*—98 per 
cent of the white and 95 per cent of the 


colored. 
TABLE 1 
CARCINOMA OF THB CERVIX 
HISTOLOGICALLY VERIFIED CASES 
APRIL 1988 - MARCH 1942 
THREE-YEAR END RESULTS 
Prophy- Recur- 


Primary _ lactic rent Total 
Examined 652 27 37 716 
Treated 640 23 31 694 
Untraced 27 2 1 30 
Survived 
Three years 244 18 6 268 
Absolute 
Survival 
Rate 387% 67 % 16% 37 % 


The three year end results are shown in 
table 1. We have divided the cases into 
three groups: primary, that is, the patients 
without previous treatment; recurrent, 
those with active cancer reappearing after 
treatment elsewhere; and prophylactic, the 
ones with apparently healed lesions seen fol- 
lowing operation or radiotherapy. In the 
majority of the cases included in the last 
group the disease was discovered accident- 
ally at the time of panhysterectomy for 
fibroid. In general the results conform 
with the rates previously reported but are 
more reliable, since they are based on a 
larger number of cases. 


*Follow-up has been a laborious task, carried 
out with great perseverance by Miss Gladys 
Stoltz of our secretarial staff. We gratefully 
acknowledge our indebtedness to many physicians 
throughout the State, and to the personnel of 
welfare agencies and of the Social Service De- 
partment of the Hospital who have given us 
valuable assistance in tracing our cases. 
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TABLE 2 
PRIMARY CASES 
PROGNOSIS FACTORS 
Absolute 
Stage Survival 
of the No. of Rate 
Disease Cases Survivors Per cent 
Stage I 56 46 82 
Stage II 182 91 50 
Stage III 319 101 31 
Stage IV 95 6 6 
Total 652 244 37 
Race 
White 226 94 42 
Colored 426 150 35 
Lesions of Stump 44 20 45 
Adenocarcinomas 20 6 30 


Some of the factors which may have in- 
fluenced the outcome of treatment in our 
series are analyzed in table 2. Most import- 
ant of these is the stage of the disease; it 
can be seen that the likelihood of survival 
is inversely correlated to the extent of neo- 
plastic invasion. The white patients fared 
better than the colored, while lesions of the 
stump show a considerable improvement 
over our previous report. 

TABLE 3 
CARCINOMA OF THE CERVIX 
April 1, 1938 - March 31, 1939 


FIVE YEAR END RESULTS 
Absolute 
No. of Well Recovery 
Cases > Years Rate 

Primary 293 80 27 

Prophylactic 14 6 43 

Recurrent 22 2 9 

Total 329 88 27 
PROGNOSTIC FACTORS IN PRIMARY CASES 
Stage of the Disease 
Stage I 26 19 73 
Stage II 80 32 40 
Stage III 139 29 21 
Stage IV 48 0 0 
Race 
White 108 39 36 
Colored 185 41 ya 
Sepsis 
Uninfected 202 64 32 
Infected 91 16 18 
Paracervical Dose 
(Calculated in 181 cases only) 

Less than 60% 54 0 
60- 90% 47 15 32 
90-120% 62 29 47 

More than 120% 18 7 39 

Age— 

25-34 38 11 29 
35-44 86 24 28 
45-54 93 30 32 
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55-64 49 8 ‘ 
65-74 21 q 
Unknown 6 0 


TABLE 4 
COMPARISON BETWEEN RESULTS OBTAINED BY THE 
THREE CHIEF TECIINICS OF TREATMENT ©! 
CARCINOMA OF THE CERVIX UTERI 


(Todd, 1936) 
No. of Cases Five Year 
Technie Treated Survivals Percentag 
American 3,130 654 21 
Stockholm (Heyman) 1,203 281 23 
Paris (Regaud) 1,106 305 28 


RADIATION MORBIDITY AND LATE SEQUELS 

It has been shown that the technic of 
treatment largely governs the proportion of 
primary and late reactions, and studies in- 
tended to develop methods of reducing their 
incidence have been published, notably that 
of Martin of Dallas. Many of the sugges- 
tions advanced have proved effective, so 
that severe morbidity of long duration must 
now be ascribed to faulty management. 


TABLE 5 
RADIATION SEQUELS IN 652 PRIMARY CASES 


No. of Incidence 

Cases Per Cent 
Rectovaginal fistula 22 3.4 
Vesicovaginal fistula 8 1.2 
lleovaginal fistula 2 0.3 
Ileovesical fistula 1 0.2 
Colostomy 14 2.1 
Factitial proctitis 3 0.5 
Intestinal obstruction 4 0.6 
Nephrectomy 4 0.6 
Fracture of femur 5 0.8 
Atrophy of leg 1 0.2 
Total 64 9.8 


TABLE 6 


COMPARISON OF SURGERY AND RATHATION 





Proportion of entire 
material included 38% 386% 25% 47° 
Number of cases 300 106 200 139 
Primary mortality 10% 0% 20% 2% 
Well 5 years 159 51 42 29 
Recovery rate 53% 48% 21% 21% 
X°—0.756 
P= 38% 


Except in cases with a flareup of infec- 
tion the symptomatology from immediate 
J. Obst. & Gynec., 48: 


421, 1941. 
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reactions was mild and transient in our 
cases, and for this reason analysis of the 
primary morbidity is unnecessary. Late 
sequels observed in all the primary cases 
included in this report are listed in table 5. 
Most of these lesions arose from renewed 
activity of the tumor after treatment and 
not from the direct effects of radiation, al- 
though the treatment must be held respon- 
sible, in the sense that it failed to control 
the disease and allowed the development of 
complications. It should be obvious, how- 
ever, that if an earnest effort is made to 
secure control of the disease by radiation a 
certain proportion of injuries is unavoid- 
able, especially in cases where no other 
method of treatment holds out a prospect 
for cure. 
FIVE-YEAR SERIES 

Three hundred and twenty-nine patients 
examined up to March 31, 1940 have been 
under observation for five years or more 
and the results obtained in their treatment 
appear in table 3. The absolute survival 
rate for the entire material, that is, the 
proportion of patients alive five years, is 
28 per cent, and the recovery rate, the 
proportion of cases well five years, is 27 
per cent. 

Fourteen patients died during the course 
of or following treatment, but only the 
deaths associated with radium therapy can 
be fairly attributed to the method of treat- 
ment, since the others occurred in patients 
with far advanced disease in whom a fruit- 
less effort was made to secure palliation. 
Some had extra-pelvic metastases, some se- 
vere infection and others low-grade azo- 
temia. Perhaps it would have been wiser 
not to treat them at all, but we believe, 
nevertheless, that treatment is justified in 
nearly every instance, since even what ap- 
pear to be hopeless cases occasionally de- 
rive substantial benefit. 

Todd’s interesting analysis of the prin- 
cipal radium technics appears in table 4. 
Several clinics have obtained considerably 
better rates than those shown in the table 
but Heyman (quoted by Martin) reports 
that the five year survival rate in a group 
of 10,970 primary cases collected in 1941 
from the leading clinics of the world is 26 
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per cent. Seventy-five per cent of all pa- 
tients alive at three years remain well for 
five years. 

Some of the factors which may have in- 
fluenced the outcome of treatment in our 
series are analyzed in table 3. Most im- 
portant of these is the stage of the disease, 
which shows the correlation with recovery 
mentioned for our three-year series. The 
youngest patient in our series was 23 years 
old and is included in the first group in the 
table; the oldest was 78 and is included in 
the last group. No corrections for age spe- 
cific death rates have been made since there 
appears to be no correlation between the 
age of the patient and the chance for re- 
covery. There is no indication that very 
young or very aged women have a worse 
prognosis, as has been suggested by some 
authors. 


The recovery rate is significantly lower 
in the colored race, but it would be unsafe 
to conclude that this is due to a greater 
radioresistance of their tumors. It is well 
known for instance that the life expectancy 
in the negro is lower than in the white, and 
we find that the incidence of advanced 
lesions, of infection, of incomplete treat- 
ment and of untraced cases is greater 
among the colored than among the white. 
While the discrepancy is not large in any 
one of these factors their influence is all in 
the same direction, and it is very probable 
that the marked difference in the recovery 
rates is the result of their cumulative effect. 

The recovery rate is significantly lower 
also in patients who showed septic compli- 
cations at the time of treatment. We have 
felt that this difference was due to our in- 
ability to complete treatment in the pres- 
ence of severe infection, but Regaud be- 
lieves that infection increases radio-resist- 
ance and Goldscheider has presented im- 
pressive supportive evidence. She noted 
12 per cent five-year survival in 341 py- 
rexial cases, whereas in 568 afebrile cases 
the rate was 52 per cent. This difference 
was apparent even in patients who had 
full treatment. It would seem, therefore, 
that the control of infection is a vital factor 
in securing improvement in the results of 
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radiation. We have been using penicillin 
for a year and have found it a very effective 
aid in this problem. Only last month we 
started using the Ruge-Phillipp’s test in 
an effort to detect latent infection. 

Two years ago one of us calculated the 
paracervical doses delivered in a group of 
181 cases, in order to determine the rela- 
tion between the quantity of radiation ad- 
ministered and the results obtained at three 
years. By using a correction for quality 
the doses of x-ray and radium therapy were 
added, and it was shown that in patients 
who recovered the magnitude of the dose 
increased as the period of treatment was 
prolonged. Dosage therefore became sig- 
nificant only when the duration of treat- 
ment was taken into account. This could 
be conveniently done by expressing the 
dose for each patient as a percentage of the 
average effective dose for her period of 
treatment. The cases have now passed the 
five-year period and are included in table 
3. In can be seen that the results are not 
significantly improved by increasing the 
dosage beyond a certain minimum effective 
range. We may justifiably conclude that 
whenever it becomes possible to deliver 
adequate treatment the chance for recovery 
is in the neighborhood of 40 per cent no 
matter what the stage of the disease. The 
gap between this figure and the 27 per cent 
rate actually achieved is a measure of our 
inability to deliver proper treatment in 
many cases due to a variety of reasons: 
poor judgment in planning treatment, poor 
organization in conducting the work, ad- 
vanced disease, intervention of complica- 
tions, lack of cooperation on the part of the 
patient, and possibly a number of others. 

In table 6 a comparison is made of the 
results obtained by radiation in our ma- 
terial with the work of Bonney, the most 
distinguished exponent of modern radical 
surgery in the treatment of carcinoma of 
the cervix. It is to be noted that, except 
for percentage fluctuations ascribable to 
chance, the absolute radiologic rates match 
the surgical results in selected cases. 

COMMENT 

Recent publications in the literature have 

urged a return to radical surgery in the 
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treatment of carcinoma of the cervix, bas- 
ing this contention on an alleged deficiency 
of radiation in the management of early 
lesions and on the frequency and severity 
of its complications. 

A critical evaluation of the information 
at hand will readily show that such conclu- 
sion is unsound. There is abundant evi- 
dence to prove that when the criteria for 
the selection of cases to be treated by radia- 
tion or by surgery are the same, the results 
are the same, and the permanency of heal- 
ing is the same. Irradiation offers a much 
lesser primary risk and discomfort, and un- 
der skillful management its late sequels are 
too infrequent to constitute a serious de- 
fect in the method. The absolute salvage 
attained by radiation is superior to that of 
operative interference, since its zreater 
safety and flexibility give it a much wider 
scope in the management of the clinical ma- 
terial; consequently few patients need be 
deprived of its benefits. 

In any event, a disproportionate empha- 
sis on the management of the favorable 
case obscures the main issue in our sub- 
ject. For it is in the treatment of advanced 
cases where our attention must be centered. 
An educational campaign has been waged 
for more than thirty years for the purpose 
of detecting the disease in its incipiency 
(Clark, Lewis). Yet advanced cases form 
the bulk of our material, and in all tikeli- 
hood will continue to do so for many years 
to come. But it is encouraging to know 
that the full possibilities of radiation ther- 
apy have not been realized, and that rigor- 
ous application of the information already 
at hand can significantly reduce the mor- 
tality from the disease. 

SUMMARY 

The present study is based on 716 un- 
selected cases of carcinoma of the cervix 
admitted to the Charity Hospital of Louis- 
iana at New Orleans in the four year period 
ending March 31, 1942. The absolute three 
year survival rate for the entire group is 
37 per cent. The absolute five year sur- 
vival rate in a group of 329 cases seen 
through March 1940 is 28 per cent. Prog- 
nostic factors are evaluated, the plan of 
treatment followed is described, and the 
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morbidity and late sequels of irradiation are 
briefly discussed. It is concluded that radi- 
ation therapy remains the treatment of 
choice in carcinoma of the cervix in all 
stages of the disease. 
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DISCUSSION 

Dr. H. W. Kostmayer (New Orleans): I am in 
a position to comment on some of the difficulties 
that I have seen the profession go throvgh with 
reference to the treatment of carcinoma cf the 
cervix uteri. In the first place the cervix lends 
itself rather poorly to any type of treatment. The 
cervix, in contrast to the fundus uteri, is so inti- 
mately related to vital structures that to irradiate 
it successfully with massive doses involves serious 
risk to these structures and operation 
one of the very formidable surgical procedures. 

3etween 1914 and perhaps 1916 the gynecologic 
staff of Charity Hospital with which I was asso- 
ciated, requested the transfer to its service of all 
carcinoma of the cervix cases that came to the 
hospital and for months had them by mutual con- 
sent. At that particular time the Percy cauteri- 
zation with an electric cautery, under guidance 
of the hand from above through laparotomy 
wounds and through a water cooled speculum— 


involves 
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cooled with ice water—was done. We treated all 
these patients in the many stages of carcinoma 
and were terribly disappointed to find at the end 
of five years that we had no survivals. No sur- 
vivals, I say. This was in contrast with the then 
reported 20-30 per cent from Wertheim hys- 
terectomy for early carcinoma; with zine chloride 
paste for more advanced forms of carcinoma; 
with Percy cauterization; with Wertheim hys- 
terectomy; and with radium and x-ray treatment. 

Our earliest attempts with radium and x-ray 
here in New Orleans, it is my recollection, were 
for cases beyond operability, the clinical grade III 
cases, and we began to get some startling results 
and even cures in cases that we attempted to 
palliate with radium without deep x-ray therapy. 
Most of us went readily from Wertheim hys- 
terectomy, with poor end results, to irradiation. 
If this paper meant anything to me—and it meant 
a good deal—it certainly meant justification for 
abandonment of operation for carcinoma of the 
cervix uteri; this despite the statement that the 
end results are about the same. If this is so in 
the hands of a man like Bonney, devoting a life 
time to perfecting Wertheim technic, it neverthe- 
less would be so in the hands of a very few. It 
is a very formidable undertaking to clean out the 
pelvis and remove glands and take away the uterus 
with the adnexa and two-thirds of the vaginal 
canal with electric cautery. It is a profound un- 
dertaking followed often by immediate death 
from exhaustion which might be less nowadays 
than when it was more popular. But it had fol- 
lowing in its wake injuries to the bladder, rec- 
tum, great sloughs with profound postoperative 
hemorrhages and death, and the final five year 
survivals were nothing to be proud of. That was 
in the hands of skilled gynecologic surgeons. In 
the hands of an every-day surgeon I would shud- 
der to think what the death rate would be with 
radical hysterectomy for carcinoma of the cervix. 





It is a pleasure to discuss this splendid paper 
that indicates almost complete abandonment of 
surgical treatment for carcinoma of the cervix 
uteri. 

Dr. Charles Dunlap (New Orleans): I think Dr. 
Garcia and Dr. Schlosser are to be complimented 
on the excellent results they have attained in 
treating this large series of relatively unfavorable 
cases of carcinoma of the cervix. A large pro- 
portion, you recall, were colored patients, many 
of whom came in for treatment late. You prob- 
ably noticed too that they compared their results 
not with the average attained in the country but 
with the best results reported in the world’s liter- 
ature. Their report indicates that they are ob- 
taining end results which compare very favorably 
with the best obtained anywhere in the world. 

As a pathologist I am not in a position to speak 
of the clinical aspects of this work. I think the 
results speak for themselves, but as a pathologist 
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I was interested that Dr. Garcia and Dr. Schlosser 
make no mention of the histologic grade of the 
tumors. I am interested and I agree with the im- 
plied conclusion that the histologic grade of carci- 
noma of the cervix does not and should not de- 
termine the character of the treatment, nor the 
intensity or size of the dose of radiation. My 
former chief, Dr. Shields Warren, together with 
Dr. Joseph Meigs studied a series of cases of 
carcinoma of the cervix under radiation therapy, 
taking biopsies both before and after application 
of radium and x-ray. They found that those 
cases which showed an early and definite radiation 
reaction in the tumor and its surrounding stroma 
were the ones in which they might expect the most 
favorable end results but that the degree of radi- 
ation reaction to be expected could not be pre- 
dicted by determining the histologic grade of the 
This is at variance with pre- 
vious ideas, it being assumed that the most malig- 
higher 


tumor beforehand. 


nant or grade tumors would show the 


greatest response to radiation. That is not borne 
out by the work of Warren and Meigs and I be- 
lieve Drs. Garcia and Schlosser are in general 
agreement, 

I believe, however, that the histologic grade has 
some importance in determining the end results, 
since at autopsy in those cases not cured, we find 
much more widespread and more numerous me- 
tastases in patients with the higher grades of car- 
It might be expected that 
these high grade tumors would metastasize earlier 


cinoma of the cervix. 


and more widely and hence be less favorable sub- 
jects for successful treatment. I realize that there 
is evidence in the literature that this may not be 
so, but in Warren’s series the patient with low 
grade carcinoma lived on the average about twice 
as long as those with higher grades of tumor. I 
believe with others that the clinical stage of the 
disease, its extent in the body, is of paramount 
importance in determining prognosis but in cases 
of equal extent I do believe that the histologic 
erade, statistically, has some importance in de- 
termining prognosis. 

Dr. Rudolph Matas: *No one at all acquainted 
with the progress accomplished in the treatment of 
cancer of the uterus as reflected in the literature 
of the last decade, can fail to recognize a contri- 
bution of outstanding merit in Drs. Garcia and 
Schlosser’s report of their experience at the Radio- 
logical Department of Charity Hospital. 

Through the courtesy of the Editor and the 
Secretary of the Society, I have expanded my 
original remarks at the meeting into a fuller con- 
tribution to the discussion from the viewpoint of 
a veteran of the wars with cancer, whose service 
began before Roentgen (1895) and the Curies 
(1906-11) had given the medical world the first 
effective weapons against this most deadly of hu- 
man plagues. 
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This is the second report on the results obtained 
in the treatment of cancer of the cervix by com- 
bined radium and x-ray therapy as evolved and 
systematized by Dr. Garcia and associates since the 
service was reorganized under his direction jn 
1939, when a supervoltage x-ray equipment be- 
came available. 

In the present report a total of 716 primary 
(untreated) and unselected consecutive histo- 
logically proved cancers of the cervix, treated by 
radiation, resulted in 37 per cent three year sur- 
vivals. Included in the total admissions are 293 
primary unselected cases in all stages of the dis- 
ease, in which radiation yielded an absolute five 
year recovery rate in 80 patients (27 per cent) 
of this group. 


In the experience of the authors, 75 per cent of 
all patients who survive a three year period attain 
a five year extension and remain apparently well 
and free from the disease. Such results obtained 
in dealing with the advanced cases treated at the 
Charity Hospital must be recognized as a splendid 
achievement, which only the best equipped and 
most distinguished clinics in the United States and 
abroad, can attain. 

As late as 20 years ago, such results would have 
been looked upon with doubt and suspicion but the 
excellent and steadily improved records of the 
radiologic department, aided by an unusually ef- 
ficient follow-up service, which traced the fate of 
96 per cent of the patients included in this re- 
port,—is a voucher for the correct computation 
of the vesults. 





Even more cheerful is the prospect held by Dr. 
Garcia to the effect that “the present 27 per cent 
five year recovery rate will rise to 40 per cent or 
more” at no matter what stage of the disease, 
when it becomes possible to deliver adequate treat- 
ment. “The gap between this figure and the 27 
per cent rate actually achieved is a measure of our 
inability to deliver the proper treatment, due to a 
variety of causes.’”? Preeminent among which is the 
advanced stages of the disease when the patients 
are admitted, due to delayed diagnosis, which 
reveals too late (in the great majority) the pres- 
ence of cancer after it has scattered its seed to 
distant and inaccessible parts. Hence the long 
standing preachment and urge for early diagnosis 
by the surgeon and gynecologist, which finds its 
vigorous repercussions in the present national 
campaign for periodic examination of women at 
the critical age,—a campaign which should find an 
added spur in the experience of the Charity Hos- 
pital as presented by Drs. Garcia and Schlosser. 
Indeed, what better argument for early diagnosis 
and treatment than the fact that 75 to 85 per cent 
of the women who come early, when the disease is 
still confined to its birthplace, are practically all 
cured, while the late comers who arrive in the ad- 
vanced second, third and fourth stages, have their 
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chances for recovery reduced 50, 30 and 0 per 
cent. 

This discrepancy between the possible and the 
actual rate of cure bears a direct relationship to 
the time at which the diagnosis is established and 
treatment instituted. It is in view of the in- 
sidiousness of the disease and feminine objections 
to systematic periodic examinations, especially in- 
strumental, by women apparently well, that the 
“vaginal smear test,” (which reveals the presence 
of cancer cells in the discharges) recently intro- 
duced by Papanicolaou and Traut (1943) and 
largely confirmed by Meigs and associates (Mass. 
Gen. Hosp.; Surg. Gynec. & Obst. Vol. 81:337, 
1945) may be generally adopted because of its 
simplicity and great value as a warning of uterine 
malignancy in all women at the critical age. It has 
been found in all but 4 per cent in 1015 cases re- 
cently tested by Meigs. While a positive “smear’’ 
cannot be recognized as an absolute proof of can- 
cer, it is sufficiently important to call for an im- 
mediate and thorough investigation. 

On the other hand, I fully agree with Dr. Garcia 
and associates that a disproportionate concentra- 
tion of attention on the management of the favor- 
able first and second stage cases, obscures the 
main issue in the actual work of relief, ‘‘for it is 
the advanced cases that form the bulk of our ma- 
terial, and, in all likelihood, will continue to do 
so for many years to come.’”’ Hence the import- 
ance of improving and perfecting the technic of 
the combined radium-x-ray therapy which has al- 
ready done so much, at the Charity Hospital and 
elsewhere, to save and prolong the lives of many 
seemingly doomed incurables. 

In addition to the special features of the com- 
bined Roentgen and Curie technics which are so 
distinctive of Dr. Garcia’s service at the Charity 
Hospital, and that give a decided personality to 
his mode of practice, there are many observations 
and conclusions drawn from the study of the great 
bulk of cancer material at this clinic, that con- 
tribute to the value of this paper. Thus the prog- 
nostic influence of race, age, pregnancy, lactation, 
histologic type, extent and grade of the tumor, and 
especially the coincident presence of infection 
which is the most formidable obstacle to the suc- 
cessful application of radiation. It is fortunate 
that by local and systemic resort to penicillin, Dr. 
Garcia has been able to control and eliminate 
many of the complicating visceral and abdominal 
infections—peritoneal, renal, vesical, rectal and 
intestinal—which have contributed so largely to 
the failure of radiation until the very recent past. 

But all this information, important as it is, is 
‘hiefly collateral to the prime object of Drs. Gar- 
tia and Schlosser’s report which is directed to- 
wards a determination of the relative merits of 
tadiation and surgery for the cure of cancer of 
the cervix, as distinguished from the endometrial 
‘ancers of the body or fundus of the uterus—the 


dominant cancer of the female tract and the most 
frequent and malignant of all cancers after can- 
cer of the stomach, an inquiry in which the two 
modes of treatment are presented with remark- 
able fairness and lucidity. 

From the viewpoint of their own large and well 
analyzed experience—reinforced by the latest 
available knowledge as shown by the citations 
from the contemporary literature—the authors 
have omitted nothing that would clarify the dis- 
cussion and justify the conclusion that “radiation 
is the treatment of choice for carcinoma of the 
cervix uteri, in all stages of the disease.” 

A careful and unbiased perusal of the original 
manuscript which Dr. Garcia very kindly gave me 
sometime before the lecture, has brought me, with 
some qualifications, to a complete agreement with 
the well stated reasons which have led the authors 
to this fundamental conclusion. 

In recognizing the enormous progress of ra- 
dium and x-ray therapy since its steady uplift from 
its disastrous empirical beginnings, in the first two 
decades of the century to its present great height 
of efficiency, we should not overlook the fact that 
surgery has, likewise, advanced far from the limits 
set in the pelvic field by its early gynecologic 
pioneers (Freund, Ries, Faure, Clark, Wertheim, 
Jonesco and others). 

But the persistent gravity of the so-called radi- 
cal Wertheim operations, despite the great author- 
ity of Bonney, of London, (in the lead with a 
series of 800 operations, and a primary mortality 
of 10 per cent for the early “gland free” cases, 
and 20 per cent for the advanced “gland involved’’ 
cases, exclusive of complications) was not encour- 
aging to general surgeons and gynecologists who 
largely restricted the surgical treatment of cer- 
vical cancer to selected cases in which a plain 
panhysterectomy preceded by radiation, became 
the more frequent practice. Taussig’s (St. ouis 
1943) systematic extirpation of the regional lymph 
nodes added greater thoroughness to the operation 
and better results followed, as shown, also, by 
Lynch (San Francisco, 1943), who combined radi- 
ation with surgery. The primary heavy mortality 
and too frequently fatal secondary complications, 
continued to operate against the choice of surgery 
as a method of election except in cases in which 
radiation was inapplicable or contraindicated and 
surgery was the only alternative. 

Despite improving surgical conditions, the drift 
of practice in the treatment of carcinoma of the 
cervix has been going steadily towards radiation 
until recently, when the report of 47 selective 
radical operations of the Wertheim-Taussig type, 
without a death, by Dr. J. Vincent Meigs (Bos- 
ton), has called for a revision of all previous sta- 
tistics of the operations performed for the cure of 
carcinoma of the cervix. 


Dr. Meigs’ operations were performed between 
1939-1944 and in 40.4 per cent of the patients, 
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radiation treatment had been given before opera- 
tion and 10 of the patients had the complete 
radium-x-ray cycle, before operation. (Surg., 
Gynec. & Obst., Vol 78, Feb., 1944). 

This unprecedented record has proved at least, 
how, in carefully selected and well prepared pa- 
tients, an able and aggressive surgeon, well 
equipped with all the resources of modern surgery 
can demolish the barriers that shock, hemorrhage, 
exhaustion, infection (peritonitis) and dehydra- 
tion have thus far put in the way of surgery in 
its attempts to rescue the victims of carcinoma of 
the cervix uteri. It is not surprising that the old 
citadels of this type of cancer are beginning to 
crumble under the impact of the new surgery with 
its inexhaustible blood banks and 
nutritive infusions and 


transfusions, 
“magical drugs,’’—peni- 
cillin and the sulfa compounds. By these means 
and in this way it would seem that the pallid 
ghosts of the old Wertheims are being resurrected 
and brought back as animated combatant realities. 

But unfortunately, the actual survival from the 
ordeal of the operating table—no matter how fine 
the performance—is no criterion of the ultimate 
fate of the patients since, as in this series of ex- 
ceptionally well performed operations, 10.6 per 
cent of the patients have developed ureteral fis- 
tulae which “in all cases will mean ultimate neph- 
rectomies.” Besides, none of these patients had 
attained their fifth postoperative birthday and the 
majority has been too recently operated (22 with- 
in the first year of their operation; 13 within two 
years), to permit any definite assurance of their 
freedom from recurrence. 

Since the extirpation of the cancerous uterus in 
its totality is no guarantee against recurrence in 
the parametrium or pelvic lymph nodes, this argu- 
ment in favor of the operation as superior to ra- 
diation is a fallacy since so many Wertheims have 
been followed by recurrence in the relics of the 
vagina and other neighboring parts. In regard to 
the advantages of the Wertheims over radiation, 
I am reminded by my own personal experience that 
despite long operative sittings in an effort to ex- 
tirpate all the classic lymph nodes that might be 
involved, I would leave the operating room dis- 
satisfied, and in doubt that I had succeeded in 
accomplishing the main purpose of the operation. 
The operator infected 
glands. but he is never certain that he has re- 
moved them all. In fact, the anatomy of the 
pelvis and the distribution of the lymph tracts of 
the pelvis make a clean, sweeping “block excision” 


does remove obviously 


of the lymph nodes practically impossible. None- 
theless, the number of Wertheims that have 
been followed by permanent recovery show that 
the operation, especially when combined with ra- 
diation, does clear the pelvis of malignant no- 
dules. The statistics of cures solely by radiation 
also confirm that the same effective control is ob- 


tained when radiation is applied by competent 
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hands. It is only by the duration of survivals after 
the operation for at least five years without re. 
currence, disabling complications or fatal sequelae, 
that we can claim that the operation has proved 
truly curative. 

Clinical experience and_ statistical evidence 
make it certain that in equality of circumstances, 
the curative properties of combined radium x-ray 
radiation are the same as by surgery and that the 
absolute radiation recovery rates match the sur- 
gical results in selected cases. In the consecutive, 
unselected cases, the absolute recovery rates of 
radiation therapy are superior to those of sur- 
gery. If the permanency of healing and the rela- 
tive freedom from fatal complications is greater 
by radiation in skilled hands, it would seem fair 
that radiation should be given the first choice in 
all cases in which radiation is applicable, resery- 
ing surgery for the cases in which radiation is con- 
traindicated or unavailable or has failed to func- 
tion for any of the reasons previously given. 

There is, apparently, no serious reason to fear 
that in skilled hands a good case for surgery would 
be spoiled by radiation. In fact, it is a general 
practice, in dealing with endometrial cancers of 
the body or fundus, to radiate first and operate 
some time afterwards. But the essential advan- 
tage of radiation is that when it is adequately and 
skillfully applied in the operable stages of cervix 
cancer, radiation is capable of destroying the dis- 
ease without subjecting the patient to a mutilating 
operation which always involves risk to life, pri- 
marily or through its secondary consequences, that 
ultimately gives no greater guarantee of safety 
from recurrence or metastasis than radiation. 

But even when the disease has advanced beyond 
the reach of topical or regional treatment by sur- 
gery, it is quite certain, statistically, that the ab- 
solute salvage achieved by radiation, as shown 
by the statistics of the Garcia Clinic is up- 
equivocally greater by radiation than by surgery. 
The modest and respectful attitude of the ablest 
surgeons who have specialized in the radical op- 
eration for cancer of the cervix is well expressed 
by Meigs in commenting on his choice of sur- 
gery for his first 47 selective cases of highly 
improved Wertheim-Taussig operations without a 
death, he states: “It was essential in this (se- 
lected) series that the mortality be low, for the 
results of radium in the radiated cases are so good 
that a 10 or 20 per cent mortality would prohibit 
surgery, and a mortality of zero per cent, or a 
very low mortality, gives the operator a feeling 
that at least he is as well off as is the radiologist 
in treating this type of disease.” 

Regardless of differences of opinion on the rela- 
tive merits of radiation and surgery for the cure 
of this gravest form of uterine cancer, there is 
every reason to rejoice at Dr. Meigs’ unique record, 
for the perfection of surgery is always desirable 
and, in fact, necessary, in view of the many con- 
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ditions and circumstances in which radiation is 
not applicable—as in dealing with certain indi- 
viduals who are allergic to the x-rays and others 
whose tumors are radio-resistant. Besides, can- 
cer of the cervix, complicated by inflammatory or 
septic pelvic lesions is always aggravated by radi- 
ation. It is in these and other cases of cancer of 
the cervix in which radiation is inapplicable, that 
surgery, at its best, is still the anchor of salvation 
for those who are yet able to undergo its gruelling 
ordeal. 
CONCLUSIONS 

The general conclusions to be derived from this 
discussion are: that there is no rivalry or conflict 
between surgery and radiation in the treatment of 
cancer of the cervix, though the collective evidence 
points everywhere to the greater utility and 
greater salvage of life through radiation when the 
sum total of its applications in unselected cases, as 
compared with surgery which is applicable only to 
selected cases. That our greatest weapon in the 
relentless warfare against this most insidious and 
fatal of cancers, are radiation and surgery; and 
that it is of the greatest importance that both 
modes of treatment be kept fit and perfected 
to the highest degree of efficiency in order to 
meet the varying indications of the individual pa- 
tients. The success of both modes of treatment 
will be vastly improved when the practice of 
periodic examinations will become a universal and 
obligate duty of all women at the critical age. 

Despite the great progress accomplished, we 
must not be deceived by our enthusiasm and wish- 
ful thinking because neither radiation nor sur- 
gery, alone or combined, is capable of solving 
the cancer problem. The one agent that would be 
capable of exterminating the plague of cancer by 
destroying the parent cells and pursuing their 
seed wherever it might travel along the ways and 
byways of the organism is still missing and an 
unknown X. Since World War II has come to an 
end, we have realized the incredible capacity of 
the American people for inventive and scientific 
achievements and we may hope that by applying 
the intelligence so well utilized for destructive 
purposes, we may now also concentrate the same 
intelligence in aid of the conservative forces that 
are now so deeply engaged in the vital struggle 
for the extermination of this monstrous evil. 

The great merit of Dr. Garcia and associates is 
that they have assembled and brought here an 
analytical review of their abundant facts and long 
experience at the Charity Hospital. In this way, 
they have prepared a document which cannot fail 
to be useful to the medical man who, being neither 
surgeon nor radiologist, is called upon as a medical 
advisor and friend to arbitrate between radiation 
and the knife. 

In conclusion, I am sure we are all indebted to 
Drs. Garcia and Schlosser for bringing to us this 
distinguished scientific contribution from their de- 


partment at Charity Hospital, a contribution that 
is so enlightening, so creditable to themselves and 
so worthy of the cultural mission of this Society. 

Dr. C. Gordon Johnson (New Orleans): I hesi- 
tate to rise after listening to Dr. Matas because 
there is usually very little to be added after his 
discussion. However, there are certain points 
which could not be overemphasized. First of all, 
Drs. Garcia and Schlosser are to be congratulated 
on the excellent results which have been obtained 
and which unquestionably compare most favorably 
with any group of reports on carcinoma of the 
cervix that I have seen. Secondly I think their 
follow-ups of 96 per cent are almost unheard of. 
I have not seen any reports which give such an ex- 
cellent follow-up record. Third, it proves to me, 
that in the treatment of carcinoma of the cervix, 
particularly where handled by one man who is as 
competent as Dr. Garcia, that excellent results 
can be obtained. Such results could not be found 
where carcinoma is treated by every gynecologist 
or every general practitioner or surgeon who hap- 
pens to get a case a year or perhaps four or five 
such cases. It unquestionably proves that where 
the treatment of carcinoma is relegated to one 
man or a group of men that the results wi!l be as 
those presented to us by Drs. Garcia and Schlosser. 

Dr. Walter Levy (New Orleans): I agree with 
Dr. Johnson that the chief thing brought out to- 
night is the value of cancer clinic. The slipshod 
methods used in treating these cases in private 
hospitals, and with no follow-up, is sczndalous. 
We are now working on a tumor clinic at Touro 
which will be in charge of the radio-therapist 
there, with consulting gynecologists, surgeons, in- 
ternists and different specialists. I think the re- 
sults will be better although we may tread on the 
toes of private cases. 

We did some years back a review of the gyne- 
cologiec cases admitted to Charity Hospital over a 
ten year period. During that time—all carcinoma 
of the uterus—there were 1970 white to 2168 col- 
percentage of total 
white and 52.4 for colored. Percentage of cases, 
of total cases admitted to gynecology 47. white 
and 52.1 to be 


the same. 


ored; carcinomas 47.6 for 


colored, showing the percentage 


I would like to ask Dr. Garcia if he noted in 
Hurdon’s book that there is a 32 or 35 per cent 
total mortality of those cases treated by radium 
and if he advocates the use of x-ray before ad- 
ministration of radium. 
cillin. 


I noticed you used peni- 
Would you use radium before x-ray? 
Another thing—we should always consult with 
a urologist before treating carcinoma of the cer- 
vix; there may be involvement of the ureters and 
bladder. This would surely affect the prognosis. 
I do believe, from what Dr. Garcia has said and 
Dr. Matas has proved in his remarks, that the day 
of surgery in carcinoma of the cervix is prac- 





tically over. Some few are going to come back 
to it but we are all not Victor Bonneys and if we 
were we would have to discount some 15 per cent 
mortality. 

Dr. Manuel Garcia (In closing): Dr. Schlosser 
and I are grateful for the gracious manner in 
which our presentation was received. Dr. Kost- 
mayer, Dr. Matas, Dr. Johnson, Dr. Dunlap and 
Dr. Levy were very generous; we certainly agree 
with their opinion as to the relative merits of 
radiation and surgery. ; 

Dr. Levy mentioned the question of x-ray ther- 
apy prior to radium and its influence on infection. 
For several years we have routinely employed 
x-ray therapy first, under the impression that it 
cleared up local infection considerably, reduced 
hemorrhage and shrank the cervical tumor, there- 
by facilitating the application of radium. But we 
are unable to say that x-ray therapy definitely 
reduces the incidence of infection. We still get 
severe inflammatory reactions during the course 
of treatment and this is principally responsible 
for our radium mortality, which is 1.4 per cent. 
With penicillin and the sulfonamide drugs we hope 
to reduce it considerably. 

Again we wish to express our thanks for the 
discussion. In acknowledging the honor of Dr. 
Matas’ presence we must confess to a deep sense 
of satisfaction in having our ‘“Master’’ 
kindly of our work. 


speak so 
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SOME HAZARDS OF ANESTHESIA* 
JOHN ADRIANI, M. D.+ 
NEW ORLEANS 

Those who work constantly in an oper- 
ating room realize that a certain amount of 
hazard is connected with anesthesia. Still, 
surprisingly little thought is given to the 
causes of anesthetic accidents and the pre- 
cautions for averting them. When a patient 
dies in the operating room, it is not always 
possible to ascribe the accident to any sin- 
gle cause. Most operating room deaths 
occur in patients whose condition is ex- 
tremely poor but whose only hope of life 
is an operation. Surgery and anesthesia 
are merely unavoidable but contributing 
factors to the death. The outcome is anti- 
cipated in these situations and the end re- 
sult is no surprise. In a small percentage 
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of cases, some technical surgical error 
causes the patient’s death. Although dis- 
concerting to all, the surgeon recognizes and 
accepts the error as his responsibility. 
However, the most discouraging moments 
in surgery are experienced when the anes- 
thetist loses the patient through an error in 
technic or judgment. Few things in sur- 
gery cause greater consternation than 
“anesthetic deaths.” There are a number 
of reasons for this. First, they occur un- 
expectedly with dramatic suddenness in ap- 
parently “good risk” patients. Second, they 
result from a procedure which is incidental 
to, rather than a part of the operation it- 
self. Anesthetic deaths, therefore, are dif- 
ficult to justify and explain, particularly to 
lay persons. The surgeon is thus subjected 
to undue chagrin because he is held respon- 
sible for an error committed by an assistant. 

Most anesthetic deaths are preventable 
deaths. In many institutions the cause of 
death, if investigated, is usually never de- 
termined and some vague final diagnosis, 
such as cardiac failure, status lymphaticus, 
shock, and so forth, is made. Postmortem 
examinations rarely reveal the few if any 
specific anatomic changes caused by anes- 
thesia. The statistical reports of anes- 
thetic deaths which appear from time to 
time in medical literature stress mortality 
according to drugs used. Statistics of this 
sort mean little because they appear to in- 
criminate the drugs and do not take into 
consideration the manner of administra- 
tion, the skill of the administrator and the 
condition of the patient. The first year the 
anesthesia department at Charity Hospital 
was organized under the direction of a phy- 
sician, the mortality using pentothal was 
one in 240. If the data from which these fig- 
ures are compiled are not carefully studied 
and interpreted, it appears that pentothal 
is an extremely dangerous drug. The death 
rate during the past three years has been 
reduced to zero. During this time, there 


has been no remarkable change in pento- 
thal itself or in our knowledge of its use. 
The notable reduction in mortality has been 
accomplished by instructing the medical 
personnel in its judicious use and in the 
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management of complications of anesthesia. 


Then, what are the hazards of anesthe- 
sia? When a patient dies from anesthesia, 
what causes death? To answer these ques- 
tions, let us assume we are to be anesthe- 
tized for a laparotomy by an anesthetist un- 
known to us. Let us assume that inhala- 
tion anesthesia has been selected and ether 
is preferred by the operator. What would 
we have to fear from anesthesia under these 
circumstances? Many anesthetic accidents 
occur during the induction period. The 
anesthetist, in this case, let us assume, will 
follow the usual practice and use nitrous 
oxide or ethylene for induction. Both drugs 
are rapid-acting, non-irritating gases. They 
shorten the second stage of ether anesthe- 
sia. Although both drugs are innocuous 
mild anesthetic agents, they must be pres- 
ent in high concentration in the alveoli to 
obtain surgical anesthesia,—usually 80-85 
per cent. Without proper preanesthetic 
sedation, anesthesia is not obtained unless 
the concentration in the alveoli is increased 
to the point of suboxygenation. Inexpe- 
rienced anesthetists “‘push” these gases be- 
yond the point of safety to obtain surgical 
anesthesia. Fatalities under these circum- 
stances result from asphyxia. Deaths from 
nitrous oxide and ethylene are uncommon if 
there is no suboxygenation. However, the 
mortality rate from nitrous oxide or ethy- 
lene anesthesia is higher than is realized 
and these gases are not “safe,” as is often 
quoted, unless non-asphyxial concentrations 
areemployed. The discreet anesthetist for- 
tifies his gas mixture with ether if there is 
a tendency toward suboxygenation. As- 
phyxia from suboxygenation during the in- 
duction period, therefore, is to be feared. 
In addition to suboxygenation, the anesthe- 
tist may have difficulty in maintaining 
anesthesia once it is established and allow 
the patient to emerge from the third into 
the second stage. Retching and vomiting 
invariably occur. Aspiration of liquid or 
solid material may, in this event, swiftly 
cause death from obstruction of the trachea 
and bronchi or initiate pulmonary compli- 
cations which cause death postoperatively. 
Fatalities due to aspiration are common 


during obstetrical anesthesia. Asphyxia 
may also be a consequence of improper pre- 
medication. The omission of atropine or 
scopolamine preoperatively is, as a rule, fol- 
lowed by a copious secretion of mucous and 
saliva. Secretions in the larynx, trachea 
and bronchi obstruct the airway. 

The maintenance phase likewise is not 
without dangers but they are not as numer- 
ous as in the induction period. Failure to 
maintain an adequate airway and over- 
dosage are our chief concerns during this 
period. Overdosage in combination with 
anoxia, shock or hemorrhage presents a dif- 
ferent picture, however. Any one of these 
factors combined with overdosage is the 
most frequent cause of death during the 
maintenance of anesthesia, particularly in 
‘poor risk cases.” 


The termination of anesthesia and the 
immediate post-anesthetic period, like the 
induction period, is fraught with consider- 
able hazard. Indeed approximately half the 
anesthetic deaths occur at this time. Again, 
asphyxia from one cause or another is the 
underlying factor. Aspiration of vomitus, 
premature removal of intratracheal cath- 
eters, “swallowing of the tongue,’ and 
laryngeal spasm are some of the most com- 
mon causes. There is a tendency at this 
time for members of the operating team to 
relax their vigilance and to relegate the 
patient to the care of inexperienced individ- 
uals. The careless anesthetist neglects the 
patient to complete the chart, to prepare 
for the next case, or to tend to other com- 
paratively trivial chores. The anesthetist 
should observe the patient closely until all 
reflexes have returned and the possibility of 
complications has passed. During this time, 
he should be prepared to deal with respira- 
tory obstruction, emesis and other possible 
complications. 

Although most fatalities from inhalation 
anesthesia are due to technical errors, a 
small percentage is due to some inherent 
property of the drug itself. Fatalities, when 
certain drugs are employed, may occur re- 
gardless of the skill of the anesthetist. 
Fortunately, nitrous oxide, ethylene and 
ether possess no inherent dangerous quali- 
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ties. On the other hand, the same is not 
true for chloroform, ethyl chloride and cy- 
clopropane because they disturb cardiac 
action. Death from cardiac failure occurs 
even when these drugs are carefully admin- 
istered by a skilled individual. Chloroform 
is rarely used and therefore accounts for 
little if any of the mortality of inhalation 
anesthesia. Surprisingly, many users of 
ethyl chloride are not aware of its dangers. 
Syncope and cardiac failure are unavoidable 
possibilities when this drug is used for in- 
halation anesthesia. The usefulness of cy- 
clopropane, which has heretofore been 
deemed an ideal anesthetic, is being chal- 
lenged. Although anesthetists would hesi- 
tate to be without this valuable agent, the 
fact that it causes disturbances in cardiac 
rhythm cannot be overlooked. Deaths from 
cyclopropane, presumably of cardiac origin, 
are recorded from time to time. In the 
majority of instances, as in most instances 
when death has been due to anesthesia, the 
skill and judgment of the anesthetist have 
been open to question. Unless one is thor- 
oughly familiar with the pharmacologic 
peculiarities of cyclopropane, considerable 
difficulty will be experienced in anesthetiz- 
ing with this drug. If 100 patients are 
anesthetized with ether, 80, we will say, 
follow a given general pattern. If cyclo- 
propane is given to the same 100 patients, 
50 perhaps follow a given pattern and the 
other 50 will exhibit bizarre reactions such 
as apnea, spasm, depressed respiration, 
bradycardia, hypertension and so forth. 
The experienced anesthetist easily recog- 
nizes these peculiarities and deals with them 
accordingly; the inexperienced administra- 
tor finds himself in difficulties. This anes- 
thetist would be fearful of cyclopropane 
anesthesia if he were unfamiliar with the 
capabilities of the individual administering 
it. Still it must be borne in mind that car- 
diac effects are an inherent property of the 
drug itself. Even in the hands of the most 
expert, fatalities may occur if the drug is 
employed in the presence of increased car- 
diac irritability. As in the case of ether 
anesthesia, asphyxia, overdosage and as- 
piration are also possible complications with 


chloroform, ethyl chloride and cyclopro- 
pane. In recapitulation, then, asphyxia 
from one cause or another is the most fre- 
quent cause of death from inhalation anes- 
thesia. 


Other methods of anesthesia also are not 
without drawbacks. Let us assume we are 
to be given intravenous anesthesia for some 
minor procedure, what is there to fear? 
Satisfactory intravenous anesthesia has 
been made possible by the development of 
such potent barbiturates as pentothal, evi- 
pal, pernocton and so forth. Intravenous 
anesthesia is simply induced and main- 
tained. Unfortunately, this simplicity of in- 
duction and maintenance appeals mostly to 
those who are unfamiliar with its hazards 
and to those who tend to regard anesthesia 
lightly. There are a number of questions 
we should ask ourselves before submitting 
to anesthesia with pentothal. Will the 
anesthetist concentrate his efforts on the 
venepuncture and injection or will he dele- 
gate this relatively unimportant part of the 
procedure to an assistant and merely direct 
it himself. The discreet anesthetist de- 
votes his entire attention to observing res- 
piration, circulation, depth of narcosis and 
maintenance of a satisfactory airway. In- 
dividuals not aware of the dangers of 
anesthesia invariably concentrate their at- 
tention on the intravenous injection and 
neglect the patient almost entirely. As- 
phyxia from obstruction is as real in intra- 
venous anesthesia and as potent a hazard 
as in inhalation anesthesia. Another ques- 
tion we should ask is will intravenous anes- 
thesia be selected for an operation about the 
head and neck? Too often the fact that the 
patient must breathe is ignored and intra- 
venous anesthesia is decided upon because 
the anesthetist is removed from the opera- 
tive field. Fatalities occur because the 
anesthetist is removed from the operative 
field. Fatalities occur because the anesthe- 
tist does not have control of the airway. 
Another question we should ask is will a 
laryngeal spasm develop and will the anes- 
thetist recognize and handle the situation 
skillfully? Laryngeal spasms are not un- 
common when barbiturates are used for 
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deep hypnosis. 
severe that they initiate the train of events 
that lead to asphyxiation of the patient. 
The respiratory depression, so characteris- 
tic of anesthesia with barbiturates, the pro- 


Such spasms are often so 


gressive decrease in sensitivity of the 
respiratory center, and the irreversible and 
uncontrollable nature of the method are all 
features which we should consider carefully 
before submitting to this form of anesthe- 
sia. As in inhalation anesthesia, the great- 
est hazard of intravenous anesthesia is as- 
phyxia from obstruction of the respiratory 
passages from one cause or another. 

To continue this question of the hazards 
of anesthesia further, let us assume that we 
wish to remain conscious during the opera- 
tion and that spinal anesthesia has been 
chosen for our operation. Those who use 
or have seen spinal anesthesia used exten- 
sively know that it, too, is not without 
hazards. The mortality is shamefully high 
in the light of our present knowledge of the 
conduct of this technic of anesthesia. It 
cannot be denied that spinal anesthesia pro- 
vides muscle relaxation which is not dupli- 
cated by any other method. The desire for 
this extreme degree of relaxation clouds the 
judgment of many an operator and leads to 
the selection of spinal anesthesia for sub- 
jects who are unable to withstand the phy- 
siologic disturbances which follow its in- 
duction. 


Death from spinal anesthesia is caused 
by one of two mechanisms: (1) respiratory 
failure, and (2) circulatory failure. Both 
complications appear early in the course of 
anesthesia and both are avoidable. In 
respiratory failure, the drug ascends into 
the upper thoracic and cervical portion of 
the spinal canal and paralyzes the inter- 
costal muscles and the diaphragm. If im- 
mediately recognized it need not be serious. 
However, if no attention is paid to respira- 
tion, the condition is overlooked until cir- 
culation fails at which time it will be too 
late. The well-trained anesthetist closely 
observes both respiration and circulation. 
When respiratory failure occurs, artificial 
respiration by any instantly available 
method is indicated. Much nonsense has 


been written about the paralysis of the 
medullary centers by the upward ascent of 
the drug. Long before this occurs, respira- 
tory paralysis ensues because the drug af- 
fects the intercostal and the phrenic nerves 
first. Respiratory failure accounts for no 
deaths in hospitals where well-run anesthe- 
sia departments are established. Death 
from this complication usually results in the 
hands of the occasional spinal anesthetist 
who neither recognizes nor knows how to 
manage the complication when it occurs. 


The majority of deaths from spinal anes- 
thesia are from circulatory failure. It is a 
matter of common knowledge that the fall 
in blood pressure accompanying spinal anes- 
thesia is due to peripheral circulatory fail- 
ure. The mechanism causing it is not un- 
derstood. The severity of the circulatory 
disturbances increases with the number of 
dermatones anesthetized. Fortunately, 
vasopressor drugs are effective restorative 
agents. Some operators disregard the hy- 
potension when it appears. In robust sub- 
jects, mild disturbances right themselves 
without ill effects. Severe disturbances, if 
untreated, however, progress to the point of 
respiratory failure and death. Patients who 
have cardiac disease, anemia, hypotension, 
cachexia, shock or hemorrhage are not suit- 
able subjects for spinal anesthesia. Patients 
who have increased intra-abdominal pres- 
sure from intestinal obstruction, ascites, 
pregnancy and other causes are notoriously 
poor subjects for spinal anesthesia. A sud- 
den precipitous fall in blood pressure fol- 
lows the establishment of anesthesia in 
these subjects. Unfortunately, in these 
cases, the circulatory system does not re- 
spond or responds sluggishly to vasopressor 
drugs. Often the blood pressure falls 
abruptly and death occurs before one has 
the opportunity to administer the vaso- 
pressor drug. The question of “toxicity” 
of the drug always arises when such an acci- 
dent occurs. Reactions due to toxicity are 
due to accidental intravascular injection of 
the spinal anesthetic drug. These are rare 
occurrences but are possibilities. It is un- 
fortunate that a valuable technic such as 


spinal anesthesia falls into disrepute be- 
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cause it is employed injudiciously. Deaths 
are due to the use of the technic in 
patients who cannot tolerate it. Most acci- 
dents occur when “high spinal’ is induced, 
but the injudicious use of “low spinal” is 
not without hazard. 

It is not in the scope of this presentation 
to include other than the commonest and 
most obvious hazards of anesthesia. In 
studying anesthetic deaths, it is remarkable 
how frequently an anesthetist, in stating the 
sequence of events leading to the accident, 
relates that “the patient was doing well and 
all of a sudden he died.” However, it is also 
interesting to note that upon further ques- 
tioning, certain significant prodromal signs 
were not recognized. A change in the char- 
acter of respiration, or pulse, twitchings of 
small muscles, and so forth, all of which are 
significant warnings of impending disaster 
to a trained, experienced observer, were 
overlooked. Failure to observe and heed 
these warning signs is not due to careless- 
ness or neglect, but rather to a lack of 
knowledge of the science of anesthesiology. 
The administration of anesthetics requires 
more than a mere knowledge of the mechan- 
ics of the selected procedures. An anesthe- 
tist must possess a knowledge of the phy- 
siology and pharmacology of anesthetic 
drugs as well as a familiarity with the dis- 
ease and the effects the drug, the surgery, 
and other factors have upon the disease. 
Without such a background, the anesthetist 
is merely a technician. Few technicians 
possess the power of observation necessary 
to insure maximum safety to the patient. A 
good anesthetist is not one who knows how 
to overcome a difficult situation, but one 
who knows how to avoid one. A technician, 
as a rule, may manage successfully in an 
uncomplicated case. However, in unusual 
circumstances, he is neither capable of 
avoiding a difficult situation or coping with 
it when it arises. 

DISCUSSION 

Dr. Rudolph Matas (New Orleans): I am much 
impressed with the practical value of Dr. Adriani’s 
paper. His remarks on the education and train- 
ing of the anesthetist are spoken with the voice 
of experience, knowledge, and authority. Indeed, 
anesthesia has become such a complicated and re- 
sponsible vocation that too much stress cannot be 


laid on the educational requirements and voca- 
tional aptitudes of the individuals who intend to 
adopt anesthesia as a career. 


While the hazards of anesthesia are largely the 
result of inadequate training, inattention, lack of 
discipline, defective judgment and undeveloped 
sense of responsibility, there are other risks which 
are not due to ignorance or lack of experience but 
to the overweening confidence of some anesthetists 
in their ability to overcome all difficulties and con- 
trol all circumstances. The desire to accommodate 
an impatient surgeon, anxious to get through with 
a big day’s work, or, in other cases, the call to 
“relax!” “relax!” in dealing with a stiff abdomen, 
are frequent causes for overdosing and keeping the 
patient on the “ragged edge of destiny,” with life 
hanging on a narrow strip of the medulla ob- 
longata! It is then that prodigies of skill are re- 
quired to play on the oxygen tank, the carbon 
dioxide and the “gas” cylinders, in order to keep 
the vital tripod going. 

Of course, the broken teeth, sore, bleeding 
tongue, and stiff jaws, following violent efforts to 
pry the jaws open and pull the tongue forward 
with forceps, to prevent threatened asphyxia, are 
only “accidents” which have become too classical in 


None the less, anesthesia was indeed hazard- 
ous in the old days when the interns who adminis- 
tered the chloroform became too much interested 
in the operation and in the operator, to watch the 
storm signals gathering about the patient, and act 
in time to avoid the crash. Such results of inad- 
vertence and diverted attention, recall a very re- 
markable episode that I witnessed as a student 
when Dr. Richardson,; the professor of surgery, 
was extirpating a lipoma from the thigh of a 
robust young man. While the operator was clear- 
ing the tumor out of its bed, the patient gave a 
slight convulsive movement which made the opera- 
tor look up and realize that the patient had turned 
almost black from asphyxia, while the young anes- 
thetist, frightened and bewildered, was making 
vain attempts at artificial respiration. In an in- 
stant Dr. Richardson literally jumped to the side 
of the patient and without a moment’s hesitation, 
opened the larynx in two strokes of the scalpel he 
had been using for the extirpation of the tumor, 
thrusting the handle of the knife into the larynx 
to keep it open. Almost immediately the patient 


*Tobias G. Richardson, M. D., 1827-1892. Pro- 
fessor of Anatomy, Medical Department Univer- 
sity of Louisiana, now Tulane, 1858-1872; Dean 
1865-1885; Professor of Surgery 1872-1889; re- 
signed 1889 on account of ill health. Died in 1892 
in New Orleans. Author of Richardson’s Ele- 
ments of Human Anatomy, New Orleans, 1853. 
Richardson Memorial Building (now on Tulane 
Campus) was erected by his widow, Ida Slocom), 
May 19, 1908. 
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began to breathe and the purple, cyanosed face 
gradually returned to its normal pale, pinkish 
color as the respiration and circulation improved. 
The large audience ef students, who always gath- 
ered for these operative clinics, had been witness- 
ing this unexpected drama with intense and pent 
up interest,—now, suddenly and irresistibly broke 
out into a tremendous burst of applause which Dr. 
Richardson checked with uplifted hand, and the 
words: “Silence, gentlemen, the man is safe, but 
we have more work to do.” And he calmly pro- 
ceeded to complete the extirpation of the tumor, 
leaving his senior assistant to close the wound and 
apply the dressings,—both to the thigh and to the 
neck. The anesthetist, a very young and sensitive 
youth, was too deeply affected by his part in the 
near-tragedy, that he resigned from the staff, but 
was induced to reconsider his resignation by Dr. 
Richardson himself. 

Fortunately, the modern professional anesthetist 
has more than enough to do in recording the signs 
of danger, to fail to recognize them through inad- 
vertence. He is, also, too busy engineering the 
battery of gas cylinders which he has to keep func- 
tioning harmoniously, like an organist playing on 
a pipe organ, with great care to avoid a false note 
that might ruin the whole performance. 

While preaching against the sins of inattention 
and of a defective sense of responsibility, there 
are other sins and “accidents” which have de- 
veloped more recently with the advance of sur- 
gery and the creation of new technics to which Dr. 
Adriani has referred with sufficient emphasis. 
There are, however, two cases in this category 
that have specifically impressed me with their 
easily disregarded danger. One occurred in a thin, 
weak young woman with extremely low blood pres- 
sure, who had to be kept in Trendelenburg posi- 
tion nearly an hour with knees bent and legs hang- 
ing from the edge of the elevated table. Just as 
the operation (a deeply adherent pus tube) had 
been completed and the operating room leggings 
removed, it became apparent that the tips of the 
toes in both feet were intensely cyanosed and ac- 
tually necrotic. Despite pulsating pedal arteries, 
small black eschars remained which it took several 
weeks to heal, long after the patient had recovered 
from the abdominal operation. 

This unfortunate and rare event, caused by pro- 
longed ischemia, could have been avoided if the 
patient’s feet had been kept under observation 
while in the Trendelenburg position. 

In another case, a very stout patient, also re- 
quiring a long-timed Trendelenburg position for an 
abdominal operation, woke up after the operation 
with an evident paralysis of both arms. Fortun- 
ately the patient soon recovered the use of his 
arms which had suffered from too long compres- 
sion of the brachial plexus and subclavian vessels 
on both sides, by the metallic braces used to keep 
the patient from sliding off the inclined plane of 
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the Trendelenburg table. ‘This alarming accident 
could have been avoided by merely padding the 
supporting braces with soft pillows. 

As one of the earliest pioneers in intralaryngeal 
anesthesia for intrathoracic operations, I am proud 
of the great and ever greater achievements of 
thoracic surgery; and no one can question the in- 
dispensable utility of intratracheal intubation in 
dealing with all operations that make an open 
thorax compulsory. 

But the use of the intratracheal tube by the 
nasopharyngeal route is no trifle since it adds a 
complicating and often traumatizing procedure to 
an anesthesia which, in itself, is often provocative 
of serious complications. And yet, intralaryngeal 
anesthesia is increasingly used and abused for 
extrathoracic operations in which it is not specific- 
ally indicated; too often for the convenience of the 
operator and the anesthetist in keeping the anes- 
thetist out of the operating field (plastic opera- 
tions of the face, oral and maxillary surgery; 
surgery of the neck, goitre); also in abdominal 
and pelvic operations in anticipation of respira- 
tory and cardiovascular complications (solely to 
keep an open and direct way to the lungs)—-when 
such fears are largely hypothetical. Thus it hap- 
pens that the prophylactic intubations, in the end, 
serve no special purpose but to teach the un- 
skilled or to exhibit the dexterity of the anes- 
thetist and the alleged “simplicity”? of the pro- 
cedure. 

These comments and criticism are not made in 
opposition or condemnation of intralaryngeal an- 
esthesia when this is applied to meet its specific 
and legitimate indications, but are directed to its 
abuse by those who see little of the mischief that 
follows its uncalled and indiscriminate application. 

Personally speaking, I have been particularly 
favored by having qualified medical graduate anes- 
thetists, of the highest competence, attached to 
my service during the half century of active sur- 
gical practice and teaching, and I have known— 
through it all—the great luxury and vast comfort 
that the surgeon experiences in his work when he 
knows that the man at the anesthetic end is vigi- 
lant, able, in sympathy with its work and con- 
scious, all the way through, that his anesthetist is 
sharing with him the responsibilities of his work. 
At least, he knows that the anesthetist is watch- 
ing for the safety of the patient, so that he, the 
surgeon, may be free to concentrate his best ef- 
forts, with a minimum of worry, on the details of 
the operation that is to bring success to the enter- 
prise and satisfaction to all concerned. 

Since anesthesia has become so entrenched in its 
domain that the anesthetist operates his batteries 
of gases and gadgets of safety, behind a screen, 
his vision has been virtually excluded from a view 
of the operator and the operating field. In this 
way, the close personal and technical relation that 
bound the operator and the anesthetist in the days 
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of plain ether and chloform, have become less in- 
timate and less sensitive to the unity of command. 

It is also to be noted that with the greater com- 
plexity and variety in the modes of anesthesia that 
the anesthetist is called upon to perform (quite 
apart from the inhalation and intravenous anes- 
thesias), spinal, caudal, splanchnic, paravertebral 
and other varieties of local and regional analgesia, 
the authority and independence of the anesthetist 
is becoming more apparent; not only in the old 
role of simple assistant and coadjutor, but as a 
director and controller of all that concerns the an- 
esthetic field. 

In this gradual transition from the simple to the 
complex, modern anesthesia or “anesthesiology,” 
may be compared to a state with many subdivi- 
sions, each independent of the other in the culti- 
vation of its own industries and resources (for 
example, local and spinal anesthesia; inhalation 
narcosis, ether, gas-oxygen), but all united in a 
common cause—the abolition of pain. 

Dr. Adriani (In closing): I feel honored in 
having this presentation discussed by a man whose 
name appears so frequently in the history of the 
development of anesthesia. We all know Dr. 
Matas has been interested in developing methods 
of anesthesia. The first spinal anesthesia given 
in the United States was given by Dr. Matas. 

The remarks Dr. Matas made about over-confi- 
dence of anesthetists unfortunately are true. 
Every now and then when we are successful over 
a continued period of time we assume we are in- 
fallible. Then something happens and we are 
temporarily cured. I cannot say how we are going 
to avoid that. The question of the training an 
anesthetist has had is important. If we are not 
familiar with the hazards of anesthesia we are 
more inclined to be overconfident than if we are 
aware of the dangers of these drugs we use. The 
dangers of cyclopropane, as I pointed out, are 
well known to and emphasized by the men who in- 
troduced and have studied the drug pharmacologic- 
ally. Those who are well versed in the effects of 
these drugs are inclined to be more cautious in 
their use. 

f 
It is a godsend as far as 
is concerned because it allows us to do 
certain types of surgery which otherwise would 
be impossible. Head and neck surgery and 
thoracic surgery would be practically impossible 
without intratracheal anesthesia. However, the 
technic is, as Dr. Matas has pointed out, abused. 
There is a certain hazard attached to introduction 
of the catheter. Trauma results even in the hands 
of skilled individuals. The introduction of an 
intratracheal tube when the airway is good and 
one could do without it is not good practice. In 
some cases intratracheal anesthesia is imperative 
and the risk is part of the operation. There is a 
tendency, unfortunately, for inexperienced indi- 


Intratracheal anesthesia has been a subject ¢ 
concern for a long time. 
surgery 
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viduals to insist upon doing intratracheal anes- 
thesia. I feel no one but a physician should jn- 
troduce an intratracheal tube. We would be hor- 
rified at letting a nurse perform a bronchoscopy, 
Still the hazards of introducing an intrat:«cheal 
tube are equally as great as introducing a broncho- 
scope. Some physicians expect nurses to be 
trained to do this. I do not even feel that alj 
physicians should do laryngoscopies. The M. D. 
degree does not necessarily infer that one pos- 
sesses the necessary skill for this type of endo- 
scope. Intubation should be done only by an in- 
dividual trained in laryngoscopy and by one who 
is familiar with anatomy as well as the hazards of 
intratracheal anesthesia. I am glad Dr. Matas 
emphasized the abuse of intratracheal anesthesia. 
Intratracheal intubation is not a procedure to be 
done by nurses or interns who are learning anes- 
thesia. It is a procedure that should be taught 
to and done by physicians who devote their full 
time to anesthesiology. 


4). 


A TUBERCULOSIS SURVEY IN 
NEW ORLEANS 
CHESTER A. STEWART, M.D.7 
NEW ORLEANS 

In October, 1943, a tuberculosis case find- 
ing survey, which included tuberculin test- 
ing as well as 35 mm. photofluorographic 
examinations, was launched in New Or- 
leans. This contribution to the control of 
tuberculosis was made possible through the 
cooperation of Charity Hospital, the City 
and State Health Departments, the New 
Orleans Tuberculosis Association, and the 
Department of Pediatrics of Louisiana 
State University. 

The general program provided for the 
routine tuberculin testing of patients at- 
tending the prenatal, medicine, and vene- 
real disease clinics at Charity Hospital. In 
addition the nurses and employees of Char- 
ity Hospital, the infants, children and at- 
tendants in a few local orphanages, and 
school children attending some of our pa- 
rochial schools were included in the survey. 
The New Orleans Tuberculosis Association, 
which derives its funds from the sale of the 
Christmas seal, paid the salaries of the 
graduate nurse and x-ray technician who 
participated in the program. In applying 
the Mantoux test a routine intradermal! in- 





+From the Department of Pediatrics, Louisiana 
State University School of Medicine and Charity 
Hospital of New Orleans, Louisiana. 
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jection of 0.1 mg. of old tuberculin, pur- 
chased from the Saranac Laboratories, was 
employed. The reaction to tuberculin was 
recorded at the time the photofluorographic 
examinations were made. 

The educational feature of the program 
consisted partly in distributing informative 
brochures, pamphlets and folders to the in- 
dividuals included in this survey. This lit- 
erature Was obtained from the National Tu- 
berculosis Association and was distributed 
gratis by the Orleans Tuberculosis Associa- 
tion. The tuberculin test also had distinct 
educational value. It gave these patients 
an acquaintance with the most dependable 
procedure available for determining wheth- 
er or not an individual has been infected 
with tubercle bacilli; and furthermore, each 
positive reaction to tuberculin provided the 
individual concerned with concrete visible 
evidence that the subsequent periodic re- 
examinations which were recommended 
were justified. In general the entire pro- 
gram demonstrated to several thousand peo- 
ple one of the best methods now available 
for detecting and controlling tuberculosis on 
a comprehensive scale. 

The results of the examination were re- 
corded in triplicate copies of which one was 
filed with the City Health Department, one 
was kept at the pediatric office at Louisiana 


State University, and the third was incor- 
porated in the patient’s hospital chart. Thus 
the information provided by the third copy 
was made available to the attending physi- 
cians who completed the diagnosis and 
made provision for whatever therapy was 
indicated. 

A few months after the program was 
launched it spread beyond the limits of New 
Orleans to include the students attending 
Louisiana State University and several of 
the colleges scattered widely throughout the 
state. This expansion of the campaign was 
aided by the Louisiana State Tuberculosis 
Association and received splendid coopera- 
tion from the presidents and faculties of the 
various colleges concerned. 

Between October, 1943, and July, 1945, 
more than 20,000 individuals were ex- 
amined for tuberculosis as the result of this 
survey. Photofluorographic studies were 
made on the entire group but several thou- 
sand individuals failed to submit to the tu- 
berculin test. This report deals with the 
preliminary survey records of 8,571 persons 
who received the Mantoux test as well as 
the photofluorographic examination. 

The results of the tuberculin tests ap- 
plied to white and colored individuals at 
different ages are recorded in table 1. The 
averages show that at corresponding ages 


TABLE 1. 


THE INCIDENCE OF 
IN DIFFERENT 





—_—_—_———__WHITE 
Total 
Age Number Sensitive to 0.1 mg. 
Group Tested Old Tuberculin Lungs 
(Yrs.) and Normal 
X-rayed Number Percent Per cent 

0-4 29 5 17.2 100.0 

5-9 81 10 12.3 100.0 
10-14 428 74 17.3 98.8 
15-19 746 186 24.9 98.0 
20-24 519 132 25.4 98.1 
25-29 177 78 44,1 93.8 
30-34 156 67 42.9 96.8 
35-39 156 70 44.9 96.8 
40-44 129 64 49.6 91.5 
45-49 145 72 49.6 94.5 
50-54 131 57 43.5 90.9 
55-59 108 52 48.1 88.0 
60-64 99 52 52.5 79.8 
65-69 77 3 49.4 79.2 

TU» €5 24 36.9 73.8 
Total 3046 981 32.3 


SENSITIVITY TO O° 


A TUBERCULIN AND OF NORMAL LUNGS 


AGE GROUPS 
—_—_—_—_—— COLORED ————— 
Total 


Number’ Sensitive to 0.1 mg. 
Tested Old Tubereculin Lungs 


and Normal 


X-rayed Number Percent Percent 
69 4 5.7 100.0 
ya 16 22.5 100.9 

302 67 22.2 99.7 
1413 483 34,2 98.4 
959 422 44.0 97.4 
677 341 50.4 97.2 
522 310 59.4 95.6 
436 256 58.7 96.1 
273 171 62.9 94.5 
238 156 65.5 92.0 
172 95 55.2 92.4 
151 86 57.0 89.4 
113 65 57.5 88.5 
92 38 41.3 90.2 
7 17 45.9 83.8 


yo w 


4 
5525 2527 45.7 
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throughout practically the entire span of 
life the incidence of individuals who were 
infected with tubercle bacilli was distinctly 
higher in the local colored race than it was 
in the local white race. In each of these 
racial groups the per cent of positive reac- 
tors to tuberculin apparently reached its re- 
spective maximum level between the ages of 
40 and 50 years, but the maximum level 
for each race was far short of 100 per cent. 
The colored patients included in this study 
represent chiefly the lower socio-economic 
level of the local negro population, and in 
this sample of the race the incidence of 
sensitivity to old tuberculin reached a peak 
of 65.5 per cent between the ages of 45 and 
19 years. During 1944 the tuberculosis 
death rate for the colored population of 
New Orleans was 103.6, but in spite of this 
situation practically one-third of the most 
heavily infected age group failed to react 
positive to 0.1 mg. of old tuberculin. Re- 
testing with large doses of tuberculin would 
unquestionably have detected the presence 
of infection in many who reacted negative 
to 0.1 mg. but I doubt if this procedure 
would have raised the incidence of positive 
reactions much above 80 per cent for this 
age group. It seems reasonable to believe, 
therefore, that even among individuals rep- 
resenting the lower socio-economic level of 
a race with an exceptionally high current 
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tuberculosis death rate the incidence of in- 
fection is by no means as universal as it 
was generally claimed to be a few decades 
ago. Studies designed to test the validity 
of this speculation are in progress at Chari- 
ty Hospital. 

The data in table 1 show that the heavier 
burden of infection carried by the local col- 
ored as compared with local white race ex- 
tends practically throughout the entire span 
of life. According to the records of the 
New Orleans Health Department the tuber- 
culosis death rate in 1944 was 35.2 and 
103.6 for our white and colored population 
groups, respectively. These observations 
suggest that the relatively heavy and pro- 
tracted burden of infection borne by ne- 
groes is one of the factors which contrib- 
utes to the high tuberculosis death rate ex- 
perienced by this race, and that the protec- 
tive immunity which some investigators at- 
tribute to an infection with tubercle bacilli 
certainly fails to provide the colored race 
with adequate protection from the ravages 
of the disease. Without doubt the benefits 
the white and colored races can derive from 
preventing infection with tubercle bacilli 
far outweigh any protection that results 
from acquired infections. 

The incidence of individuals with lungs 
which were considered to be normal is also 
recorded in table 1. This tabulation of the 


TABLE 2. 
INCIDENCE OF PULMONARY AND PLEURAL CHANGES FOUND ON INITIAL EXAMINATION OF NEGATIVE 
REACTORS TO TUBERCULIN 
Number Changes in Lungs and Pleura 
Age Negative to Calcifications Parenchymal Pleural 
Groups 0.1 mg. Old Per cent Infiltrations Changes Tumors 
(Yrs.) Tuberculin Per cent Per cent Per cent 
White Colored White Colored White Colored White Colored Colored White 

0-4 24 65 

5-9 71 55 
10-14 5354 255 1.1 0.4 
15-19 560 930 1.4 1.4 0.2 
20-24 387 537 1.6 22 0.8 0.2 
25-29 99 336 5.1 2.4 1.0 0.9 
30-34 89 212 3; 3.0 0.5 
$5-39 86 180 3.5 3.9 | 0.6 ee ().! 
10-44 65 102 7.7 7.8 1.5 1.0 
45-49 73 82 rd | 8.5 2.7 2.4 1.2 
50-54 74 77 5.4 3.9 1.4 3.9 1.5 
55-59 56 65 3.6 y Ay 8.9 1.5 
60-64 47 418 4.3 6.3 6.4 2.1 2.1 4.2 
65-69 39 54 17.9 yp hy 1.9 

70 41 20 S743 10.0 17.1 
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data reveals a tendency for the incidence 
of normal lungs, as determined by photo- 
fluorographic studies, to decline in each 
racial group as age progresses. It also 
shows that throughout life the individuals 
with roentgenographically normal lungs 
greatly outnumber those with abnormal 
lungs. In addition the data disclose no sig- 
nificant difference between white and col- 
ored patients of corresponding age with re- 
spect to the incidence of apparently normal 
lungs in each race. 


The pulmonary and pleural changes dis- 
closed by photofluorographic examination 
of the negative and positive reactors at dif- 
ferent ages in each racial groups are re- 
corded in tables 2 and 3. Lesions inter- 
preted as calcifications made their appear- 
ance between the ages of 10 and 20 years 
in the positive and negative tuberculin re- 
actors of each racial group and their inci- 
dence tended in general to average slightly 
higher in the older than in the younger age 
groups. In general the lesions of this type 
were not numerous and their incidence at 
corresponding ages displayed nothing which 
would be attributed to differences either in 
race or in character of reaction to tuber- 
culin. The incidence of calcifications for 
all ages combined amounted to 2.7 and 3.2 
per cent respectively for the white negative 
and positive reactors to tuberculin and to 
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2.4 and 2.8 per cent respectively for the col- 
ored negative and positive reactors to tuber- 
culin. 

Parenchymal infiltrations were reported 
in 103 instances or in 1.2 per cent of the to- 
tal group included in the survey, and in 
general the incidence of lesions of this char- 
acter averaged slightly higher in the infect- 
ed than in the uninfected members of each 
race. Also, the parenchymal infiltrations 
were encountered more frequently in the 
older than they were in the younger age 
groups. 

On the basis of the preliminary survey 
practically all of these pulmonary infiltra- 
tions were considered to be tuberculous in 
origin. Follow-up studies which are still 
incomplete have disclosed that several of 
these lesions represented areas of pneu- 
monia. Many of the remaining lesions were 
eventually proved to be tuberculous. In 
general the study demonstrated that the 
photofluorographic survey was of value in 
detecting pulmonary lesions but subsequent 
investigations were needed for accuracy in 
diagnosis. 

Pleural changes and lesions interpreted 
as neoplasms were found in a few instances 
(tables 2 and 3). Lesions of these types 
appeared in individuals beyond the age of 
14 years, and in no age group was their in- 
cidence very high. 


TABLE 5. 





INCIDENCE OF PULMONARY AND PLEURAL CHANGES FOUND ON INITIAL EXAMINATION OF POSITIVE 
REACTORS TO TUBERCULIN 
Number Changes in Lungs 
Age Sensitive to Calcifications Parenchymal Pleural Tumors 
Group 0.1 mg. Old Infiltrations Changes 
(Yrs.) Tuberculin Per cent Per cent Per cent Per cent 
White Colored White Colored White Colored White Colored White Colored 

0-4 5 4 

5-9 10 16 

10-14 74 67 1.4 

15-19 186 485 1.6 1.6 1.5 0.2 0.2 
20-24 132 422 0.8 2.6 0.2 

25-29 78 341 2.6 2.9 3.8 0.6 0.5 

30-34 67 310 1.5 2.9 1.5 1.9 0.5 
35-39 70 256 1.4 1.6 0.8 

40-44 64 171 4.7 2.9 3.1 1.8 0.6 
45-49 72 156 1.4 3.2 2.8 1.9 1.4 

50-54 57 95 3.5 4.2 7.0 ym | 1.8 2.1 
35-59 52 86 (Fe 8.1 3.8 3.5 
60-64 52 65 17.3 4.6 9.6 4.6 1.5 
65-69 38 38 2.6 15.8 15.8 5.3 

70™ 24 17 8.3 4.2 23.5 
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Observations on the heart and aorta are 
recorded in table 4, in which the averages 
are listed on the basis of group, age and 
race. Since no evidence was found suggest- 
ing that infection with the tubercle bacilli 
was correlated with changes in heart and 
aorta no separation of the data on the basis 
of the character of the reaction to tubercu- 
lin is made in this tabuation. 

TABLE 4. 
INCIDENCE OF ENLARGEMENT OF THE HEART AND 


OF THE AORTA FOUND ON THE INITIAL 
EXAMINATION 


Age Total Number Changes in Heart and Aorta 
Group Tested and Enlarged Heart Enlarged Aorta 
(Yrs.) X-rayed Per cent Per cent 

White Colored White Colored White Colored 

0-4 29 60 

ao 81 71 1.4 
10-14 428 302 0.5 
15-19 746 1415 O95 2.1 0.2 
20-24 519 950 2. 7 O04 oo 
25-29 177 OTT 4.0) 8.9 1.1 1.3 

O34 156 22 2.0 11.9 l 3.6 

OY 156 436 | 12.8 1.0 7.6 

40-44 120 273 10.1 20.9 a4 11.7 
45-49 145 238 16.6 cht w7 19 

O54 131 172 16.8 400.7 12.2 28.5 
55-50 108 151 215 46.4 19.4 40.4 
60-64 99 113 32.5 48.7 28.5 44.2 
65-69 77 92 39.0 45.7 26.0 55.9 
704 65 37 416.2 o1.4 41.5 595 


In this study cardiac enlargement made 
its appearance at an earlier age in the col- 
ored than it did in the white patients, and 
in each race the incidence of this abnor- 
mality displayed a progressive increase with 
advancing group age. After the conclusion 
of the second decade of life the per cent of 
patients in each race with cardiac enlarge- 
ment greatly outnumbered those of corres- 
ponding group age and race with photo- 
fluorographic evidence of abnormal pul- 
monary changes. Furthermore, at corres- 
ponding ages the incidence of enlarged 
hearts in colored patients was consistently 
higher than it was in white patients. 

Enlargement of the aorta which in many 
instances had resulted in the production of 


aneurysms, was found in each race with 
progressively increasing frequency as group 
age advanced (table 4). On comparing the 
observations on the two races it is obvious 





that at corresponding group ages the inci- 
dence of aortic enlargement was distinctly 
and consistently higher in the colored pa- 
tients than it was in the white patients. 
This difference between the two races as 
well as that with respect to cardiac enlarge- 
ment may be due in part to the relatively 
high incidence of syphilis in the colored pa- 
tients. 


SUMMARY 


The results of tuberculin testing and 
photofluorographic examination of 8,571 
patients are summarized. 

Tuberculin testing of individuals repre- 
senting the lower socio-economic level in 
New Orleans and vicinity disclosed that 
throughout the entire span of life the local 
poor colored population carries a heavier 
burden of tuberculous infection than does 
the local poor white population. 


This difference between the two groups 
roughly parallels that existing between 
their respective current tuberculosis death 
rates which during 1944 amounted to 103.6 
for the colored race and to 35.2 for the 
white race. 

The photofluorographic study resulted in 
the discovery of pulmonary infiltrations in 
103 patients. A tentative initial diagnosis 
of probable tuberculosis was made in prac- 
tically all of these cases. Subsequent 
studies confirmed many but not all of these 
initial diagnoses. 

Cardiac and aortic enlargement consti- 
tuted the abnormal findings discovered with 
greatest frequency by photofluorographic 
examinations. These changes were more 
prevalent in the colored than in the white 
patients, and this difference between the 
two races was attributed to the relatively 
higher incidence of syphilis in the colored 
patients. 


By recording the results of this survey 
a record is established which may event- 
ually aid future investigators in detecting 
the trend of the local tuberculous infection 
attack rate, as well as changes in the inci- 
dence of abnormalities of the heart and 
aorta. 














CULPEPPER—ObDstetrical Anesthesia 


A REPORT ON TERMINAL 
OBSTETRICAL ANESTHESIA 
USING LOW SPINAL BLOCK 

A. L. CULPEPPER, M. D. 
ALEXANDRIA, LA. 

Although several carefully controlled 
series have been reported favorably, spinal 
anesthesia in obstetrics has not enjoyed 
wide usage. Moreover, anesthetists who 
use tremendous doses in caudal anesthesia 
and who recognize the mortality and the 
technical difficulties associated with its use, 
continue to condemn the simple process and 
tiny dose required in low lumbar spinal 
block. Further, some who willingly ac- 
cept continuous spinal reject regular spinal, 
apparently ignoring the fact that any one 
of the multiple doses will provide excellent 
terminal obstetrical anesthesia. Since we 
now have the demerol and scopolamine com- 
bination, which provides such excellent 
analgesia, I feel that we really need nothing 
more than minimal terminal anesthesia. 


I have used procaine hydrochloride in 150 
cases, giving 50 or 60 mg. in the third or 
fourth lumbar interspace. The technic is 
simplified by using ampules containing a 
10 per cent solution. Thus 1% c.c. diluted 
with 14 e.c. of spinal fluid provides 1 c.c. of 
5 per cent solution for injection with no 
barbotage. In primiparae, it should be ad- 
ministered only after complete cervical dila- 
tation, whereas, in multiparae, it is best 
given when the cervix is not quite dilated. 
The effect is almost immediate cessation of 
pain, though uterine contractions continue. 
The entire pelvic canal and perineum relax 
and labor is terminated quickly and easily. 

Due to less voluntary straining there are 
fewer cervical and perineal lacerations. 
The height of anesthesia should reach al- 
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most to the umbilicus and the duration up 
to one and a half hours. This is surpris- 
ing, but I have repaired the perineum on 
several occasions an hour and a half after 
the injection. Manual rotation of the head 
is very simply accomplished due to relaxa- 
tion and seems to be required more fre- 
quently for the same reason. Forceps appli- 
cation is less often necessary and is made 
much easier. Blood loss is definitely less, 
the placenta separates quickly as a rule, and 
the uterus contracts as well or better than 
with general anesthesia. The immediate 
cry of the newlyborn is very gratifying. 
The mother withstands this procedure smil- 
ingly, without exception. An anesthetist 
has been especially attentive to this small 
but closely observed series of cases and re- 
ports that the blood pressure, pulse, and 
respiration, which are checked constantly, 
vary negligibly. 

There have been no complete failures but 
in three cases anesthesia reached only to 
the pubis. As all three of these patients 
had marked spinal lordosis, apparently the 
injection should have been given in a higher 
interspace. 


During my past eleven years in private 
practice, I have suffered the common dilem- 
ma of wishing to make labor easier, while 
realizing that risk and danger attend any 
and all obstetrical anesthesia. I have found 
that after effective demerol-scopolamine 
analgesia a small, carefully controlled, low 
lumbar spinal injection as terminal anes- 
thetic is infinitely more satisfactory than 
any other method I have tried or witnessed, 
in that, while making the job easier for the 
physician, it not only provides effective 
anesthesia but also affords greater safety 
for mother and child. 
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THE ANNUAL MEETING 


It has been decided that the annual 
meeting of the Louisiana State Medical 
Society will be held in Alexandria, April 
29, 30 and May 1, 1946. 

Every Louisiana physician who is a 
member of organized medicine should at- 
tend this meeting. It will be the first real 


representative meeting that has been held 
since the war started. There will be a 
host of problems that will have to be dis- 
cussed by the delegates and by the mem- 
bers of the organization. 


Furthermore 


Editorials 






for the first time in five years we will have 
the opportunity of getting together with 
our old friends, seeing them and talking 
with them. Of course the importance of 
the scientific session must not be over- 
looked because many of us have become 
rusty as result of the terrific demand upon 
our time and energy through war time 
exigencies. 
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THE TRUMAN HEALTH BILL 

On November 19 President Truman pre- 
sented a health bill to Congress which he 
contends is of number one importance in 
the legislative agenda. The Truman Bill as 
it is presented soft soaps and sugar covers 
the socialization of medicine. The Presi- 
dent does not call his bill socialization nor 
does he say that there will be any disturb- 
ance of a physician-patient relationship; 
all this is in the mind of the average medi- 
cal man largely if not totally fallacious. In 
the five point plan that the President sug- 
gests certainly point number four, to wit 
compulsory health insurance, is the very 
thing that is imbued in the Wagner-Mur- 
ray-Dingell Bills which the medical profes- 
sion has strenuously objected to over a 
period of some years. 

Other features in the five point plan of 
the President are certainly not to be con- 
sidered in the same category as is number 
four. Most of the medical profession will 
agree that: (1) there should be increased 
Federal aid for the construction of hospi- 
tals, (2) that the public health and ma- 
ternal and child health service might well 
be expanded, (3) that there should be in- 
creased funds for education and research 
for the medical profession and (5) that dis- 
ability insurance is not a bad thing, but the 
fourth point, the compulsory health insur- 
ance feature of President Truman’s sug- 
gested legislation is the particular one that 
is likely to make the doctor gag. The argu- 
ments against compulsory health insurance 
have been repeatedly reiterated and re- 
stated. The reasons that doctors do not 
like compulsory health insurance are so 
very obvious that the physicians should have 
the support of thinking and _ intelligent 
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people in their community and in their 
state in fighting federal supported medical 
regimentation. This bill is definitely a 
first step towards socialism. If the doctors 
are going to be regimented and put under 
bureaucratic control other professions will 
follow and business will go through exactly 
the same procedure so that ultimately the 
democracy of this country will be drowned 
in the sea of socialism. 

Untold billions are being asked of Con- 
gress for the financing of the national debt, 
for the maintenance of a large standing 
Army, for the care of the veteran and for 
other necessary and not to be controverted 
demands. Why should the people of this 
country be taxed three billion dollars more 
for a program, the necessity and need for 
which has never been shown and which is 
certainly not demanded in this country by 
more than a relatively small but most voci- 
ferous group of people? The medical pro- 
fession should fight the new program as it 
has never fought before. They should get 
back of the leadership of the American 
Medical Association and establish statewide 
voluntary sickness insurance plans which 
should be the responsibility of the medical 
profession and not of a Washington bu- 
reaucracy. 
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BARBITURATES IN OBSTETRICS 

The advantages and disadvantages of 
the use of the barbiturates in obstetrics are 
discussed and evaluated in a recent ar- 
ticle by Frederick C. Irving.* The records 
of 14,676 cases at the Boston Lying-in 
Hospital were examined. The _ barbitu- 
rates and scopolamine produced satisfac- 
tory amnesia in 85 per cent of the cases, 
while demerol and scopolamine did so in 
70 per cent. Respiratory complications 
were more numerous with barbiturates 
and scopolamine than with demerol and 
scopolamine. It is recommended that the 
barbiturates not be used when the patient 
has recently eaten or has an upper re- 
spiratory infection because of the loss of 


_- + 


*Irving, FPF, C.: Rhode Island M, J., 28 :495-495, 1945, 


337 


pharyngeal reflexes. Pentobarbital was 
found to produce more respiratory reac- 
tions than did seconal or sodium amytal 
alone or together. 

Demerol rarely depresses respiration 
and is safer for routine use in a large 
clinic. Since barbiturates and scopola- 
mine may produce excitement, demerol in 
doses of 100 mg. intramuscularly may be 
used to control it. 

Scopolamine was thought ideal for the 
production of amnesia. With the use of 
a general anesthetic at delivery about 62 
per cent of the babies may be expected to 
breathe immediately with the barbitu- 
rates and scopolamine, while 82 per cent 
breathe immediately when demerol and 
scopolamine are used. 
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ORAL PENICILLIN 


And now a further step in the treatment 
of infections with the valuable mold, peni- 
cillin. Several preparations of oral peni- 
cillin are being offered by many pharma- 
ceutical houses. The advantages of the 
oral administration over the parenteral 
route are apparent, including conveni- 
ence, avoidance of prolonged hospitaliza- 
tion, relief from injections over a long 
period of time allowing extended use of 
the drug. It will probably also be valu- 
able as a prophylaxis and as treatment of 
carriers of certain organisms. 

As pointed out by Rammelkamp and 
Helm! the greatest obstacle to the use of 
penicillin by mouth was the fact that gas- 
tric acidity destroyed its effectiveness. 
Other studies by Rammelkamp and 
Keefer? showed that sodium bicarbonate 
was unsatisfactory as a buffer because ex- 
cessive alkali was also undesirable. Char- 
ney, Alburn and Bernhart* early in this 
year found that sodium phosphate, so- 
dium citrate or alumina gel were satisfac- 
tory buffers, and the oral preparations use 
one or the other of these in its present 
form. 

The dosage of oral penicillin is stated 
to be three or four times that of the pa- 
renteral dose. In acute infections initial 
therapy is begun with injections of peni- 
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cillin and continued until fever begins to 
subside.: Oral penicillin may then be sub- 
stituted. As a prophylaxis in tonsillec- 
tomy or tooth extraction under certain 
conditions the oral penicillin may be used 
for a day or two before and several days 
after the procedure. Its use has also been 
recommended in acute gonorrhea, minor 
upper respiratory infections of various 
types and in the continuance of penicillin 
therapy in bacteremia and septicemia after 
parenteral penicillin has produced a nega- 
tive blood culture. 


The uses, indications and contraindica- 
tions will be the subject of much further 
study and these conclusions will be await- 
ed with interest. Another step has been 
taken in this new field of chemotherapy. 
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ORGANIZATION SECTION 


The Executive Committee dedicates this page to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 

An informed profession should be a wise one. 


1946 ANNUAL MEETING 


An invitation extended by the Rapides 
Parish Medical Society has been accepted 
and the Louisiana State Medical Society 
will hold the 1946 Annual Meeting in Alex- 
andria on April 29, 30 and May 1. It is 
earnestly requested that all members of 
component societies make plans to be with 
the State Society on this occasion. We are 
especially desirous of making this meeting 
a momentous one and are designating it as 
a “Victory Meeting’. Unquestionably 
many of our members who have served in 
the military forces for several years, will be 
glad of the opportunity to participate in the 
meeting and to fraternize with their many 
friends in the medical profession. It is es- 
pecially our desire to extend to them a sin- 
cere invitation to be with us at the 1946 
meeting. 
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REPORT OF SECRETARY-TREASURER 
ON RECENT TRIP TO CHICAGO BE- 
FORE AND INCLUDING ANNUAL 
MEETING OF HOUSE OF 
DELEGATES OF A. M. A. 

On November 30 and December 1 there 
was held at the headquarters of the A. M. A. 
a meeting on prepayment medical insur- 


ance on a national voluntary basis. After 
an all day discussion of this subject on the 
first day, on December 1 results of the dis- 
cussion were crystallized and appropriate 
resolutions were drawn up for presentation 
by the Committee on Medical Care and Pub- 
lic Relations to the House of Delegates of 
the A. M. A. on December 3. Some of the 
highlights of these resolutions are as fol- 
lows: That the House of Delegates author- 
ize the development of a national voluntary 
prepayment medical plan; first, for the pur- 
pose of assisting local plans in handling na- 
tional enrollment groups and, second, to 
serve until such time as all states have their 
own plans. It was also resolved that the 
American Medical Association’s Council on 
Medical Service and Public Relations be 
instructed by the House of Delegates to 
take immediate steps to coordinate the ac- 
tivities of all prepayment medical care 
plans now in operation; foster the develop- 
ment of such plans in those areas where 
there are none, and educate physicians and 
the public as to the functions of voluntary 
prepayment plans and the need for support- 
ing them. It was further resolved, that the 
officers and committees of every state 
medical society be urged by the House of 
Delegates to secure prompt action by their 
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State Society in inaugurating new, or in- 
creasing the benefits of existing prepay- 
ment medical care programs in every state. 

On the afternoon of December 1, there 
was held a meeting of the editors and gen- 
eral managers of the various state medical 
journals which participate in the Coopera- 
tive Medical Advertising Bureau. This was 
held at the Continental Hotel and the vari- 
ous state journals were very well repre- 
sented. The meeting was called at the re- 
quest of members of the Advisory Commit- 
tee who wished to adjust some differences 
which had developed with the Board of 
Trustees of the A. M. A. in regard to cer- 
tain journals of the group continuing to 
carry a number of pages of advertising 
monthly in their journals which do not meet 
the standards of the Bureau. The Board of 
Trustees had previously suggested that the 
service of the Bureau would be discontinued 
unless these differences were adjusted. 

As a result of this meeting there was a 
conference held with the Board of Trustees 
at ten o’clock on the morning of December 
2,at the Palmer House. Suffice it to say, 
the Board of Trustees brought in such a 
satisfactory report of reorganization of the 
Bureau as to meet almost entirely the de- 
mands of the editors and the general mana- 
gers. We feel that the activities and serv- 
ices of the Cooperative Medical Advertising 
Bureau will not only continue on a high 
basis but will be even more satisfactory 
in the future. Mr. Alfred J. Jackson, who 
has had a long and faithful service with the 
A. M. A., has been secured as the new di- 
rector of the Bureau and will begin his 
duties in this capacity on January 1. 

At two-thirty on the afternoon of De- 
cember 2, I attended by invitation a confer- 
ence at the Continental Hotel of presidents 
of the various state medical societies. This 
was a very impressive gathering and there 
were on the program many outstanding 
thinkers of the present day including medi- 
cal and lay individuals. Many pertinent 
topics were discussed, such as the national 
health program which is to be participated 
in by the various state medical societies of 
the United States. Mr. Arthur J. Altmeyer, 


of the Social Security Board, spoke at great 
length on “How Can We Assure Adequate 
Health Service for All the People?” His 
argument was purely from the standpoint 
of the security benefits and only in an ir- 
relevant way with the problems which will 
confront the medical profession. He placed 
emphasis almost entirely upon providing 
adequate medical service from the “cradle 
to the grave”. He cited statistics from va- 
rious bureaus to confirm his position. He 
thinks, he stated, that medical service 
should be decentralized and there should be 
a choice of physicians and a free choice of 
patients. Also that the programs of the va- 
rious states could be integrated with a na- 
tional plan and he outlined how this could 
be done on a capitation basis which would 
allow for adequate payment for physicians 
for services rendered. There were a num- 
ber of resolutions introduced following Mr. 
Altmeyer’s address in relation to medical 
insurance and how the medical profession 
can meet the present crisis. 

Dr. Joseph H. Howard, President of the 
Connecticut State Medical Society, spoke 
on “Expansion of Voluntary Group Health 
Care Programs” especially in reference to 
his state. He seems to think that it is es- 
sential to have a good voluntary medical 
service plan in every state and that the time 
for action is now. He quoted from Al 
Smith: “You can’t get somebody with no- 
body”’. 

Dr. Philip K. Gilman, President of the 
California Medical Association, reported on 
the recent problems and trouble in that 
state in relation to legislation which was 
introduced to place medicine under the con- 
trol of the state. With a great deal of ef- 
fort on the part of the medical profession 
and hard work on the part of their legisla- 
tive groups, they were able to defeat these 
pernicious bills. He sounded a warning 
that this was simply a beginning and that 
other states might look for similar legisla- 
tion in the near future. He feels that 
young doctors and practitioners of medicine 
should take a more active and interested 
part in this great fight since, from his ex- 
perience in California, the job was very 
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taxing on the members of the _ profes- 
sion. They really ran into a “baptism of 
fire’ and evidently a great many of them 
were scorched in the process. They have de- 
termined to be vigilant and have raised the 
dues in the state and some of the larger 
cities of California in order to keep a 
healthy surplus in the treasury to meet any 
contingencies which might arise in the fu- 
ture. ($100.00 state dues). 

Dr. O. O. Miller, of Louisville, Past Pres- 
ident of the Kentucky State Medical Asso- 
ciation, presented some conceptions on 
“Modern Medical Public Relations”. He 
gave four outstanding principles which 
should guide cur public relations in obtain- 
ing the best results: First, honesty in pub- 
lic relations; second, medical men of promi- 
nence and influence participating in pro- 
nouncements against the socialized program 
as recently presented by the President and 
implemented by Senator Wagner and Rep- 
resentative Dingell; third, state societies 
should have a separate, full-time public re- 
lations agency or person; fourth, coopera- 


tion with other states in their program 


when advisable. 
action. 

Mr. John F. Hunt, of Chicago, Vice-Presi- 
dent of Foote, Cone and Belding, gave some 
practical reasons for supporting the Na- 
tional Health Congress. This proposed 
group would be composed of representatives 
from medicine, dentistry, pharmacy, nurs- 
ing, social work, industry, labor, religious 
and fraternal groups and any other organi- 
zations which have any remote interest in 
supporting a national health program. 

The evening of the second was devoted to 
the presidents’ reception, the Michigan 
State Medical Society being host. The en- 
tire program was under the general spon- 
sorship of the California Medical Associa- 
tion and the Michigan State Medical 
Society. 

On December 3-6 there was held a meet- 
ing of the House of Delegates of the A. M. 
A. at the Palmer House. Opportunity was 
given for personal contact and observation 
of the workings of this great medical or- 
ganization. Many of the innovations of this 


In other words, unity of 
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group are most practical and should be 
adopted by large medical societies which 
have a tremendous amount of detail and 
work to attend to in their House of Dele- 
gates. Most of the work of the A. M. A. 
House of Delegates is performed through 
reference committees. Before the meeting 
a handbook is prepared with all the re- 
ports of officers, standing and _ special 
committees. These reference committees 
then have hearings and before adjourn- 
ment of the House of Delegates bring 
in either partial or full report of all mat- 
ters which have been referred to them for 
consideration, subject to approval or dis- 
approval by the members of the House. At 
this time the delegates are permitted to dis- 
cuss and deliberate on the pros and cons of 
the recommendations of the reference com- 
mittees. Most of the first day is therefore 
consumed with placing in the hands of the 
reference committees the various reports 
received. On the following days these re- 
ports are passed upon. 

A complete review of the proceedings of 
the House of Delegates will appear in the 
Journal of the A. M. A. from time to time, 
however I would like to mention in this re- 
port a few highlights of the meeting, as fol- 
lows: 

It was voted to recommend transfer of 
the Children’s Bureau to the Federal Se- 
curity Administration until Congress can 
create a special bureau for all health ac- 
tivities. 

There was considerable discussion in re- 
gard to the functions of the editor of the 
A. M. A. Journal in reference to official 
duties. No changes, however, were deemed 
advisable at present due to the grave crisis 
now confronting the medical profession 
from a national viewpoint. 

It was recommended also that the Na- 
tional Tuberculosis Association dispense 
with the sale of tuberculosis seals because 
it was felt that this organization has suffi- 
cient money in their funds and the appeal 
would increase their income unnecessarily. 

It was voted to recommend to the chiefs 
of the various military forces that the dis- 
charge of veterans on the present plan, 
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granting them a terminal leave of three 
months, be superseded by giving them a dis- 
charge with three months’ pay. The argu- 
ment for this was that the present plan in- 
terferes with the privileges granted to these 
men under the GI Bill of Rights to take up 
immediately after their severance from 
service in the military forces the privileges 
to which they are entitled. 

Also approved was the liberalization of 
present standards by the Committee on 
Hospitals and Medical Education which will 
make more hospitals available for intern- 
ships and residencies. 

It was voted also to approve the policy of 
more rapid discharge of medical officers 
from the military forces. Copies of this ac- 
tion were to be sent to the Surgeons Gen- 
eral of the Army and Navy and other gov- 
ernmental officers. 

Action was also taken to restore fellow- 
ship to those doctors of the military forces 
whose names were dropped from the A. M. 
A. during the war for non-payment of fel- 
lowship dues. 

The gift of the Red Cross of surplus blood 
plasma from the war, was accepted. This 
will be distributed through the Boards of 
Health in cooperation with state medical 
societies, and state hospital associations, to 
those hospitals or services in need of 
plasma. 

The profession was admonished to sup- 
port the “Keep Fit Foundation” which is 
being established in the various states. 

Announcement was made that the manu- 
facturers of high frequency machines for 
medical service will maintain the present 
bands to keep out interference with govern- 
ment radio. 

The House at this meeting also reaf- 
firmed endorsement of the National Physi- 
cians Committee. 


The Woman’s Auxiliary to the various 
state medical societies has been asked to 
sponsor suitable propaganda to help defeat 
measures for the federalization of medicine. 
It was also asked that all state societies use 
their influence through radio, newspapers 
and otherwise, to circulate information to 
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the public concerning the harmful effects 
to them of federalization of medicine. 

The promiscuous prescribing of narcotics 
by telephone was disapproved and it was 
stated that this should be limited to absolute 
emergencies. 

The EMIC Bill, known as Senate Bill 
1318, was heartily disapproved. 

In discussing the cancer problem, a reso- 
lution was passed that detection clinics 
throughout the states should not diagnose 
or treat cases and that no detection clinic 
should be organized without approval of the 
county medical society; also that such 
clinics should meet the standards set up by 
the American College of Surgeons. 

The plan to proceed at once to consolidate 
the various voluntary prepayment medical 
service plans throughout the United States 
Was approved and authority was given the 
Board of Trustees and Council on Medical 
Service and Public Relations of the A. M. A. 
to institute a national health insurance pro- 
gram. 

Action was also taken to reaffirm the 
position of organized medicine to cooperate 
with all other agencies in an effort to im- 
prove the national health and provide ade- 
quate medical service. This was referred 
to the Trustees and the Council on Medical 
Service and Public Relations for imple- 
mentation. 

House Bill 4717, which creates a depart- 
ment of medicine and surgery in the Vet- 
erans Administration and proposes also to 
use services of osteopaths, was discussed 
but no action taken. 

It was suggested that each state appoint 
a congressional committee for the purpose 
of supervising propaganda in regard to na- 
tional legislative matters. 

The suggestion that a suitable committee 
be appointed to prepare an amendment to 
the Constitution of the A. M. A. to provide 
for two meetings a year of the House of 
Delegates, was endorsed. 

Disapproval was expressed of any liberal- 
ization of the present form of licensure of 
physicians to meet the demands of House 
Bill 2969 which provides for the granting 
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of reciprocity to physicians 
charged from military service. 

The House of Delegates was addressed 
by the distinguished Dr. Tom Roundtree, 
Secretary of the Canadian Medical Asso- 
ciation. From his address it would appear 
that Canada is confronted with the same 
problems which are now before the medical 
profession of the United States as a result 
of the war. 

One of the finest addresses before the 
House of Delegates was made by Major 
General Hawley, Medical Director of the 
Veterans Administration in Washington, 
D. C. He spoke at great length on the re- 
organization of the medical department of 
this Bureau and he stated that he proposes 
first to see that the veterans receive the 
best medical care available in the United 
States. This, he said, was his only commit- 
ment when taking over this appointment. 
He plans to use a full time staff and to lo- 


being dis- 
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cate veteran hospitals in areas surrounding 
medical centers, using also beds in private 
or existing hospitals and part-time physi- 
cians now employed in medical schools. He 
will also, he stated, give preference to the 
young physicians returning from military 
service and is desirous of establishing resi- 
dencies and internships in veteran hos- 
pitals, which is something that has not been 
done in the past. He promised that if he 
is unable to get the highest medical service 
from these plans he will give up his posi- 
tion. General Hawley has been in the revu- 
lar army service for twenty years and is a 
great believer in the high standards and ef- 
ficiency or organized medicine. 

The A. M. A. is making plans to celebrate 
the centennial anniversary of the organiza- 
tion at Atlantic City in 1947 and a commit- 
tee was appointed to implement same. 

It was decided that the next meeting will 
be held July 1-6, 1946 in San Francisco. 
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CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 
East Baton Rouge 
Morehouse 
Orleans 
Ouachita 
Rapides 
Sabine 
Second District 
Shreveport 
Vernon 


Date 


EAST AND WEST FELICIANA 


MEDICAL SOCIETY 


BI-PARISH 


The Bi-Parish Medical Society met in Hudnail’s 
Cafe December 5. After an excellent meal, 
served by Mr. and Mrs. Hudnall, the Society con- 
vened at the Clinton Infirmary for a business and 
scientific program. 


on 


Officers elected for 1946 are as follows: Dr. W. 
E. Wilkinson, President; Dr. Paul Jackson, Vice- 
President; Dr. E. M. Toler, Secretary-Treasurer 
and Delegate; Dr. E. M. Robards, Alternate. 

Dr. Frank Jones and Dr. Albritton were elected 
honorary members and Dr. Paul Jackson 
elected an active member of the society. 


was 


Dr. Tom Spec Jones, of Baton Rouge, read a 
most excellent and instructive paper on congenital 


Second Wednesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of very month 

First Monday of every month 
First Wednesday of every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Place 
Baton Rouge 
Bastrop 
New Orleans 
Monroe 
Alexandria 


Shreveport 


hypertrophic pyloric stenosis. Dr. M. A. Walker, 
also of Baton Rouge, read an interesting paper on 
intestinal obstruction. 

A vote of thanks was extended to Drs. Jones 
and Walker for their timely papers and a motion 
was made and adopted that Dr. Jones’ paper on 
congenital hypertrophic pyloric stenosis be 
mitted for publication in the New Orleans Medical 
and Surgical Journal, Southern Medical Journal 
the Journal of the American Medical Associa- 
tion. 

Dr. Glenn J. Smith extended an invitation to the 
Society to meet at the East Louisiana State Hos- 
pital during 1946. 

The next meeting of the Society will be held at 
the East Louisiana State Hospital, Jackson, on the 
first Wednesday in March, 1946, at 7:00 p.m. 


sub- 


or 
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TOURO INFIRMARY 

At the last staff meeting of the Touro Infirmary 
on December 12, 1945, Dr. Robert A. Katz read a 
paper on the use of ethyl ether and peanut oil and 
ethyl ether and saline as a new non-surgical means 
of treating impending ischemic gangrene with pain. 
A total of 44 cases, most of which were patients 
with diabetes and arteriosclerosis, were presented. 
Good results were achieved in 83% of the cases 
studied. The intramuscular and intravenous meth- 
ods of administration were described; and the in- 
travenous method was recommended as the method 
of choice. 

Relief of pain and ischemia have persisted in 
the majority of cases over a period of from three 
to eight months since the last administration of 
the drug. Complications were only encountered 
with the intramuscular method and these were 
severe ulcers and large indurated areas. No com- 
plications were encountered with the intravenous 
method. 

Further studies and observations on possible ap- 
plications to other ischemic states such as cerebral, 
cardiac, arthritic, Raynaud’s syndrome, trench 
foot, frost bite, varicose ulcers, thrombophlebitis, 
phlebothrombosis, and possible surgical applica- 
tions may be suggested. 

Dr. Rudolph Matas led the discussion and ob- 
served, “that although the mechanism of its action 
is not clear, the noteworthy facts are definite and 
without question —firstly that this is a new 
method of relieving the terrifying pain of the dying 
limb; secondly, it is equally successful in arresting 
the impending necrotic process, which would other- 
wise lead to the necrosis of the limb. Finally, the 
method has real merit in that its effects appear to 
last over several months.” 

Others to discuss the paper were: Dr. Isidore 
Cohn, Dr. Michael Michel, Dr. Randolph Lyons, Dr. 
Ruth Winston and Dr. Mims Gage. 

A clinico-pathologic conference was held. The 
discussion was led by Dr. Eugene Vickery, and Dr. 
Harvey Colvin, pathologist, presented the path- 
ologic discussion. Dr. Sydney Copland presented 
a paper on the complete removal of the clavicle. 

CHARITY HOSPITAL 

A meeting of the Medical Division of the Charity 
Hospital Visiting Staff was held on Tuesday, De- 
cember 18 at 8 p.m., in the auditorium of the hos- 
pital. The program consisted of the following: 
Case Report by Dr. Allen J. Hill of the Depart- 
ment of Pediatrics, Tulane University School of 
Medicine; Diagnosis of Malaria by Dr. A. J. 
Walker of the Department of Tropical Medicine of 
Tulane University School of Medicine. 

ANNUAL MEETING OF AMERICAN 
COLLEGE OF PHYSICIANS 

The American College of Physicians will resume 

its annual meetings in 1946 and has now definitely 
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chosen Philadelphia, May 13-17, inclusive. Head- 
quarters will be at the Philadelphia Municipal Au- 
ditorium, 34th Street below Spruce. 

The meeting will be conducted under the Presi- 
dency of Dr. Ernest E. Irons, Chicago, Illinois, 
and the General Chairmanship of Dr. George 
Morris Piersol, Philadelphia, Pennsylvania. 

It will be deeply appreciated if editors of med- 
ical journals will announce this meeting and dates 
in order that other medical groups will plan their 
meetings at times not conflicting with that of the 
College, and in this manner perform a service for 
physicians and medical societies everywhere. 


SOUTHEASTERN SURGICAL CO. GRESS 

The Southeastern Surgical Congress will hold its 
next Assembly at Memphis, March 11, 12, 13, 1946 
at the Peabody Hotel. 

The following is a partial list of those who will 
take part on the program: 

Drs. Conrad G. Collins, New Orleans; Merrill 
N. Foote, Brooklyn; Clarence E. Gardner, Dur- 
ham; James E. Hemphill, Charlotte; Robert Hing- 
son, Jr., Staten Island; Arnold Jackson, Madison, 
Wis.; Roy R. Kracke, Birmingham; Karl A. Meyer, 
Chicago; J. O. Morgan, Gadsden, Ala.; Curtice 
Rosser, Dallas; Harold E. Simon, Birmingham; G. 
L. Simpson, Greenville, Ky., and Horace G. Smithy, 
Charleston, S. C. 

The medical profession is invited to attend the 
Assembly. For further information write to Dr. 
B. T. Beasley, Secretary-Manager, Atlanta, 3 Ga. 
DIRECTORY OF APPROVED SURGICAL 

TRAINING PLANS PUBLISHED BY 
AMERICAN COLLEGE OF SURGEONS 

Chiefly as an aid to medical officers returning 
from war duty, the American College of Surgeons 
has published a 424 page directory in which are 
listed and described the approved programs of 
graduate training in surgery in 240 civilian hos- 
pitals in the United States and Canada, and in 32 
Naval, seven Veterans Administration, and 10 
United States Public Health Service hospitals. 

The total number of approved training plans in 
the 289 hospitals is 228 in general surgery and 522 
in the surgical specialties — fractures, plastic sur- 
gery, proctology, thoracic surgery, neurological 
surgery, orthopedic surgery, urology, obstetrics and 
gynecology (combined and separately), and oph- 
thalmology and otolaryngology (combined and sep- 
arately). In these 750 training plans in 289 hos- 
pitals, approximately 2,000 may be 
trained, whereas, as the College points out, train- 
ing facilities for at least 5,000 are urgently needed 
for returning medical veterans whose training in 
surgery was interrupted by their military service. 
Publication of the directory is expected to stimu- 
late the formation of additional programs of train- 
ing in suitable hospitals, according to Dr. Irvin 
Abell, Chairman of the Board of Regents. 


surgeons 
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The approved programs of graduate training in 
surgery in civilian hospitals are located in the fol- 
lowing states and provinces: Alabama, 3; Califor- 
nia, 12; Colorado, 1; Connecticut, 2; District of 
Columbia, 5; Georgia, 3; Illinois, 16; Indiana, 4; 
Iowa, 1; Kansas, 1; Kentucky, 2; Louisiana, 3; 
Maryland, 16; Massachusetts, 13; Michigan, 16; 
Minnesota, 9; Missouri, 12; New Jersey, 5; New 
York, 40; North Carolina, 2; Ohio, 17; Oklahoma, 
1; Oregon, 4; Pennsylvania, 23; South Carolina, 1; 
Tennessee, 4; Texas, 6; Virginia, 5; West Virginia, 
1; Wisconsin, 4; Ontario, 4; Quebec, 4. Additional 
approved programs will be published from year to 
year in the Approval Number of the College Bulle- 
tin. 


ARMY HONORS 

The Bronze Star was awarded to Major Early 
B. Lokey, Jr., Hattiesburg, Mississippi, for his 
meritorious work on Leyte and Okinawa while 
serving as regimental surgeon with the 382nd In- 
fantry. Lokey was a member of the class of 1941 
at Tulane and interned at Charity Hospital, New 
Orleans. 

The New Orleans friends of Commander John 
F. Oakley were delighted to hear that his bravery 
in action on Saipan and Tinian has been recog- 
nized by the U. S. Navy who awarded him the 
Navy and Marine Corps Medal for heroism in 
action. Dr. Oakley entered the service September 
26, 1942, and previously he was a teacher at Tu- 
lane, a member of the staff of Charity Hospital. 
He is a member of the Orleans Parish Medical 
Society. 


LE DOUX HONORED 


At the Annual Meeting of the American Thera- 
peutic Society, which took place in Cincinnati, in 
November, Dr. Lucien A. LeDoux was elected 2nd 
Vice-President of this Society. 

Dr. Lucien A. LeDoux was also elected 1st Vice- 
President of the Southern Medical Association at 
its annual meeting held in Cincinnati. 

SILVER ANNIVERSARY FOR 
MISS MARSHALL 

At a celebration of the twenty-fifth anniversary 
of Miss Mary Louise Marshall’s connection with 
the Orleans Parish Medical Society as assistant 
librarian for the organization, she was presented 
with a beautiful service. This is a well 
merited tribute because while the doctors of the 
Parish Medical Society appreciate how 
much Miss Marshall has done and is willing to do 
for them, it reflects also an appreciation of what 
she has done in supplying the doctors of the State 
Medical Society with needed books that they re- 
quest from time to time. Miss Marshall is the li- 
brarian of the Rudolph Matas Library of the Tu- 
lane Medical School, is president of the National 


silver 


Orleans 
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Library Association and is an honorary consultant 
to the Army Medical Library. 


NEWS ITEMS 


Dr. George Haik has been made Professor of 
Ophthalmology at the Louisiana State University 
Medical School, succeeding the late Dr. T. J, 
Dimitry. 


Dr. John Adriani and Dr. Ray T. Parmley re- 
ceived the first award at the recent meeting of the 
Southern Medical Association for their scientific 
exhibit on Saddle Block Anesthesia. 


The Temple University Medical School and Hos- 
pital will conduct a postgraduate course in psycho- 
somatic medicine for the internist and general 
practitioner from March 4 to 30, 1946. The fee 
will be $200.00. Apply to Mrs. Carol Krusen 
Scholz, Registrar for Psychosomatic Course, Tem- 
ple University Hospital, 3401 N. Broad St., Phila- 
delphia 40, Pa. 


PREPAYMENT MEDICAL CARE PLANS 


Numbers Four and Nine of the Fourteen Point 
Program called for the development in or exten- 
sion to all localities of voluntary sickness insur- 
ance plans and a continuous study of such plans. 
To activate these points the Council on Medical 
Service October 18, authorized the formation of 
a Prepayment Medical Care Advisory Committee. 
Dr. E. J. McCormick has started the Committee 
off with the following appointments: 
Mr. Jay Ketchum, Director, Michigan Medical 
Service, Detroit 

Dr. Frank I. Feierabend, Secretary, Surgical 
Care, Inc., Kansas City, Missouri 

Dr. Norman M. Scott, Medical Director, Medical- 
Surgical Plan of New Jersey 

Dr. F. E. Elliott, Medical Director, United Med- 

ical Service, New York 
Mr. Edwin Kingery, Director, 
Service 

Mr. Ralph W. Neill, Director, Washington State 
Medical Bureau 

Mr. Thomas A. Hendricks, Secretary, Council on 
Medical Service and Public Relations. 

Mr. George W. Cooley, Assistant to Mr. Hen- 

dricks. 

Doctor McCormick has asked for early action by 
the Committee with the suggestion that it recom- 
mend in detail the best method or methods for ap- 
proaching the problem of “How to bring some 
semblance of order to the present prepayment 
medical care situation.” The Committee is author- 
ized to: Study the present status of plans, sug- 
gest the best method of gathering continuous and 
factual data on plans, direct the analysis of such 
data, furnish assistance to medical societies inter- 
ested in starting or altering plans, and coordinate 
the program generally. 


Iowa Medical 
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THE LATEST ON PLANS 

Alabama: The Alabama State Medical Associa- 
tion has turned to the Hospital Service Association 
(Blue Cross) of Alabama for medical-surgical 
coverage. The state laws were amended to enable 
the Hospital Service Corporation to provide med- 
ical and surgical contracts for its subscribers. The 
contracts provide an indemnity only and include 
in-patient medical care — ($2.00 per day for 
twenty-five days) — the usual surgical procedures, 
and a number of additional in-hospital services not 
usually found in other plan contracts. 


Arizona: The governor of Arizona signed a bill 
on October 3, 1945—duly passed by the State 
Legislature — entitled “The Arizona Nonprofit 
Hospital and Medical Service Corporation Law.” 

This enabling act provides that the corporation 
or corporations formed under the act may sell 
either hospital or medical service contracts or both. 
The act seems to provide for service contracts only, 
with no provisions for cash indemnity payments. 

Florida: The State Legislature has passed an 
enabling act similar to that of Arizona. 

Illinois: Enabling act passed on July 22, 1945. 
A committee under the chairmanship of Dr. C. H. 
Phifer is now studying proposals. 

Kansas: Enabling act passed in March of this 
year. A statewide plan has been prepared and is 
at present in the hands of the Insurance Commis- 
sioner. The new organization will be called “The 
Kansas Physicians Service.” 

Maryland: A plan has been drawn up and passed 
by the Maryland Legislature. The details are now 
in the hands of Dr. Victor F. Cullen, State Sana- 
torium, Maryland. 

Oklahoma: The Oklahoma Physicians Service, a 
mutual corporation, started operations on June 1, 
1945. It was organized and financed by the Okla- 
homa State Medical Association with cooperation 
by the Oklahoma Blue Cross Plan. There are fif- 
teen trustees, of whom nine are doctors. 

The Plan offers a straight surgical and obstet- 
rical contract with no medical provisions or riders. 
Premiums are $.75 for the employee, $1.50 a month 
for the employee and one dependent, and $2.00 for 
the family. The contract is rather limited in that 
any disease, injury, or deformity, either physical 
or mental, , which existed prior to or at the 
time of application is not covered. The total maxi- 
mum benefits in any one contract year are: $300 
for the individual, $600 for two persons, and 
$1,000 for the family. The Oklahoma Blue Cross 
is handling the details of selling and administra- 
tion. 

Virginia: The Virginia Medical Service Associa- 
tion, approved by the Virginia State Medical So- 
ciety, is governed by a board of thirty-five persons 
of whom not less than two-thirds must be medical 
men. All administrative procedures are handled 
by the Blue Cross (Virginia Hospital Service As- 
sociation). It is a combination indemnity-service 


plan with income limits for the latter set at $2,000, 
$2,500 and $3,000. 

The contract offered is more inclusive than that 
of most plans. It is a single medical-surgical con- 
tract with no riders. The medical coverage is lim- 
ited to in-hospital cases of three days or more 
duration and pays up to thirty-five days per year. 
Rest cures, observation cases, and check ups are 
not covered. 

The surgical part of the contract is in-hospital 
only. A twelve month waiting period is required 
for: conditions being treated or for which correc- 
tion was advised within one year prior to enroll- 
ment; hernias and elective surgery; tonsil and 
adenoid operations; and tuberculosis and mental 
conditions. A sum not to exceed $10 per year is 
paid toward diagnostic x-ray. 

Washington: The Washington State Medical Bu- 
reau has been instructed to prepare a statewide 
contract suitable to cover such organizations as the 
grange, small farmer groups, and business con- 
cerns which operate over a wide territory. Con- 
sideration will be given to the necessity for a 
broader contract, for income limitations, and to 
the eligibility requirements for such groups. 

The Bureau was reorganized in April of this 
year to coordinate the various local Medical Serv- 
ice Corporations operating in this State. Mr. Ralph 
W. Neill is the Bureau Manager and Dr. John F. 
Christensen, the President. 

New York: The House of Delegates of the Med- 
ical Society of the State of New York adopted a 
resolution on October 9 urging the organization of 
a national casualty company to develop voluntary 
medical insurance coverage in areas where none 
exists and to enroll nationwide employers’ groups. 

Tentative plans call for a stock company owned 
and controlled by the medical profession. The com- 
pany would assist medical society-sponsered plans 
through national enrollment of nationwide con- 
cerns. It would provide coverage in areas where 
it is not available and remain only until such time 
as the profession could set up its own plan. Hos- 
pital coverage would be offered through Blue 
Cross. 

The Blue Cross Hospital Groups are already op- 
erating a plan along this same line. However, in- 
stead of a new corporation, a central enrollment 
office has been organized with headquarters in 
New York. This office will service all eighty-seven 
Blue Cross Plans and merely act as agent for 
them. 


TRAINING OF PSYCHIATRISTS 

The American Psychiatric Association and the 
National Committee for Mental Hygiene jointly 
announce the appointment of Captain Forrest M. 
Harrison (MC), U. S. N., as Director of a newly 
established Psychiatric Personnel Placement Serv- 
ice. The service is designed especially to help 
physicians and psychiatrists make contacts with 





346 


training opportunities such as residencies, post- 
graduate courses and fellowships, and to aid insti- 
tutions in locating suitable candidates for appoint- 
ments. Physicians interested in psychiatry are 
invited to send in full biographical statements in- 
cluding personal data, education, training, experi- 
ence and special desires, in order that this service 
may be of the greatest possible assistance to them. 

Deans of medical schools, superintendents of hos- 
pitals, and directors of industrial organizations, 
clinics and others employing or participating in 
the training of psychiatric personnel, are invited 
to submit full information regarding available po- 
sitions and courses, including financial details. 

Foundations, universities and other agencies are 
asked to report pertinent fellowships in psychiatry, 
psychosomatic medicine and child guidance. 

Inquiries should be addressed to Captain Forrest 
M. Harrison (MC), U. S. N., National Committee 
for Mental 1790 York 
City 19. 


Hygiene, Broadway, New 


HEALTH IN NEW ORLEANS 

The Bureau of the Census, Department of Com- 
merce, reported for the week ending November 15 
that there were 130 deaths in the city. These were 
divided 81 white, 49 colored, with 11 deaths in 
children under one year of age. The previous week 
there had been 152 deaths recorded but the three 
year average for the corresponding week showed 
131 deaths. For the following week which came to 
a close November 23, the number of people dying 
in the city of New Orleans was approximately that 
of the corresponding week. There were three less 
deaths, two less in the colored and one in the 
white. This particular week over a three year 
period has averaged 149 deaths. In the week which 
terminated November 29 there was again a slight 
change in the total number of deaths among the 
citizenry of New Orleans. Of the 139 people dy- 
ing, 82 were white, 57 were non-white and nine 
were infants under one year. There were 15 less 
deaths in the week which closed December 1 than 
there had been in the previous week. There were 
only 124 deaths recorded as contrasted with the 
three year average of 160 for this week. Of the 
deaths, 66 represented the white population, 58 
the non-white and 13 were in children under one 
year of age. 


INFECTIOUS DISEASES IN LOUISIANA 

The weekly morbidity report emanating from 
the Louisiana State Board of Health contains the 
following abstracted information. 

For the week ending November 3 the report con- 
tains the venereal disease data of the previous 
month. In October there were listed 1657 cases 
of gonorrhea, 1161 of syphilis, 35 of chancroid, 16 
of granuloma inguinale and 13 of lymphopathia 
venereum. The other weekly reportable diseases 
showed that there were listed 142 cases of cancer, 
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81 of influenza, 89 of unclassified pneumonia and 
25 of pneumococciec pneumonia, 49 of pulmonary 
tuberculosis, 29 of scarlet fever, 26 of septic sore 
throat, 22 of rheaumatic fever and 13 of diphtheria, 
There were also reported 117 cases of hookworm 
infestation, six of poliomyelitis, and for the first 
time in a long while no cases of typhoid fever nor 
any of meningitis. 

The week which closed November 10, in contrast 
to the previous week, showed a small number of 
diseases reported and these not in large numbers. 
Thirty-eight cases of hookworm infestation led the 
list, followed by 37 of influenza, 20 of pulmonary 
tuberculosis, 16 of diphtheria, 15 of typhus fever 
and 12 of scarlet fever. There were no cases of 
pneumococcic pneumonia reported this week and 
only nine of unclassified pneumonia. Four cases 
of poliomyelitis were recorded and the same num- 
ber of typhoid fever. Thirteen cases of typhus 
emanated from the Parish of Orleans. 

The week of November 17 showed a sharp in- 
crease in the number of cases of influenza that 
were listed, 76 being reported to the State Board 
of Health. Other infectious diseases listed in num- 
bers over 10 included 39 cases of pulmonary tuber- 
culosis, 29 of scarlet fever, 19 of chickenpox, 15 of 
diphtheria, 11 of typhus fever and 10 of unclassified 
pneumonia. The typhus fever cases were scat- 
tered quite widely throughout the state. The one 
case of poliomyelitis which was reported occurred 
in Vermilion Parish. The following week, which 
closed November 24, showed a remarkable drop in 
the number of cases of influenza, only one being 
reported this week. Pulmonary tuberculosis showed 
a sharp increase with 59 cases listed, followed by 
18 of diphtheria, 15 of hookworm infestation and 
14 of scarlet fever. No other diseases were re- 
ported in numbers greater than 10. The six cases 
of typhus fever that were listed came from six 
separate parishes. Parenthetically it might be ob- 
served that so far this year there have been re- 
ported 364 cases of typhus fever as contrasted with 
148 of typhoid fever. Typhus fever, heretofore a 
disease rarely recognized, in fact the first case in 
Louisiana was reported some 15 years ago, is now 
amongst the leaders of reportable diseases, except 
of course, the ubiquitous venereal diseases. 


ALL BUT 11,000 DOCTORS TO BE RELEASED 
BY NEXT JUNE 

Army doctors are being released faster than the 
Army is reducing its total strength, in spite of the 
large number of battle casualties still remaining 
in hospitals and the requirement of doctors for 
separation center work, according to Major Gen- 
eral Norman T. Kirk, Surgeon General of the 
Army, who spoke recently in New York in appre- 
ciation of the services rendered by member hos- 
pitals of the United Hospital Fund of New York. 

“The peculiar situation that we find ourselves in 
is that demobilization, in which everyone is con- 
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cerned, cannot proceed without the help of thou- 
sands of doctors — 2,000 of whom are devoting 
their medical services solely to separation centers,” 
General Kirk said. “By the first of January more 
than 14,000 doctors will have been returned to 
civilian life, which is more than one-third of the 
total number of doctors comprising the Army Med- 
ical Corps at its peak. By June of next year we 
anticipate releasing all but 11,000 doctors.” 

Gen Kirk, stating the peak hospital load in the 
United States to be 318,000, pointed out that there 
is still a need for medical personnel and that “one 
of our greatest problems is to hold enough doctors 
in the service to give the maximum medical care 
to our patients.” 

LULL GETS DISTINGUISHED SERVICE 

MEDAL 

Major General George F. Lull, Deputy Surgeon 
General of the Army, has been awarded the Dis- 
tinguished Service Medal for “exceptionally merito- 
rious conduct in the performance of outstanding 
services in the Office of The Surgeon General from 
June 1940 to August 1945.” 

First commissioned into the Army Medical Re- 
serve as a First Lieutenant in 1912, General Lull 
had reached the rank of temporary Lt. Colonel by 
1918, though he later reverted to the rank of 
Major until the confirmation of his rank as Lt. 
Colonel in 1933. In 1939 he was promoted to Col- 
onel, in 1943 to Brigadier General, and in 1943 to 
his present rank. He served in France with the 
AEF as Commanding Officer of Base Hospital No. 
35, and, previous to World War I, in the Canal 
Zone at Camp Gaillard. He has served in various 
positions at Walter Reed General Hospital, includ- 
ing Chief of Laboratory Service, Director of Lab- 
oratories and Professor of Bacteriology, Director 
of the Occupational Therapy Department, and In- 
structor at the Army Medical School. In addi- 
tion to these duties, he has served as Assistant to 
the Eighth Corps Area Surgeon, Medical Advisor 
of the Governor General of the Philippines, and as 
Director of Military Personnel and Chief of the 
Statistical Division in the Office of The Surgeon 
General. 


MEDICAL DEPARTMENT PERSONNEL IN 
ETO GET TOTAL OF 22,304 AWARDS 
Medical Department personnel in the European 
Theater of Operations have received a total of 
22,304 awards between the period of December 7, 


1941 and October 1, 1945, including 97 Distin- 
guished Service Crosses and 2,849 Silver Stars, ac- 
cording to a recent announcement by the Office of 
The Surgeon General. 

Enlisted men of the Medical Department re- 
ceived 17,974 of the awards, officers 
nurses 572. 

The 32,000 officers of the medical service in this 
theater (not including nurses) received four Dis- 
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tinguished Service Crosses, 196 Legions of Merit, 
4 Clusters to the Legion of Merit, 200 Silver Stars, 
20 Clusters to the Silver Star, 304 Soldier’s Med- 
als, 2,716 Bronze Star Medals, 308 Clusters to the 
Bronze Star, 3 Air Medals, and 3 Clusters to the 
Air Medal. 

The Congressional Medal of Honor was received 
by one of the 202,000 Medical Department enlisted 
men in the European Theater of Operations. They 
also received 93 Distinguished Service Crosses, 16 
Legions of Merit, 2,646 Silver Stars, 110 Clusters 
to the Silver Star, 202 Soldier’s Medals, 13,779 
3ronze Star Medals, 808 Clusters to the Bronze 
Star Medal, 227 Air Medals, and 92 Clusters to 
the Air Medal. 

SRE OE 
LEWIS A. GOLDEN, M. D. 

At the December meeting of the Orleans Parish 
Medica! Society the resolution 
passed: 

WHEREAS, 


removed from our 


following was 
God in His Infinite Wisdom has 
midst Dr. Lewis A. Golden in 
the very height of his usefulness and we record 
accordingly the passing of a most valued member, 

THEREFORE, Be it Resolved, that his untimely 
death has caused a great loss to the community and 
to his friends, and the field of neuropsychiatry 
feels his passing keenly by reason of his earnest, 
sincere and sympathetic understanding of the sad- 
dest phase in medical practice, and 

BE IT FURTHER RESOLVED, that this hum- 
ble tribute to our confrere and fellow member be 
written into the minutes of the Orleans Parish 
Medical Society and that a copy be sent to the 
New Orleans Medical and Surgical Journal and a 
copy to Mrs. Lewis A. Golden. 


SOLON ROBINSON HUMPHRIES, M. D. 


Information received that Dr. Solon 
Robinson Humphries, for many years a member 
of the Orleans Parish and Louisiana State Medical 
Societies, died on September 26, 1945. Dr. Humph- 
ries was born in 1880 and was a member of the 
1910 graduating class of Tulane University. 

PETER 
WOMAN’S AUXILIARY 
LETTER FROM THE PRESIDENT 
Dear Auxiliary Members: 

With a heart full of sincere thanks to Almighty 
God for a world once more at peace, I 
greetings. 

As this issue of the Journal comes to you, ac- 
tivities in your Auxiliary are, undoubtedly in their 
busiest and happiest period. 

I am glad to report that all of the routine busi- 
ness of the State Auxiliary has been attended to 
promptly. Officers, chairmen of standing commit- 
tees and councilors have been appointed. Station- 
ery has been printed and mailed to each Board 
member and parish president. After receiving the 
approval of Dr. Fuchs, the State Society President, 


has been 


extend 
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all parish auxiliaries were notified of the projects 
to be sponsored this year. Letters were written to 
each parish president and a list of the names of 
all of our parish presidents was enclosed. I have 
met with three of our largest auxiliaries at their 
regular monthly meetings; New Orleans, Caddo 
and Ouachita. They are vital, friendly groups, co- 
operating fully with all state sponsored projects 
and also having splendid success with many indiv- 
idual activities. 

The Shreveport ladies still continue to devote 
much of their time to the Blood Bank which they 
sponsor for the benefit of the patients in their lo- 
cal hospitals. Their Toy Loan Library is note- 
worthy and plans were being discussed for a gala 
Christmas party. 

Ouachita Auxiliary voted to purchase two books 
for their public Library in memory of a local doc- 
tor who had passed away. 

Orleans Parish gives regular monthly financial 
assistance to the indigent widow of a doctor. Their 
meetings, followed by entertaining programs and 
a lovely tea, are well attended and happy occasions. 

Are you planning a Christmas party? Many of 
our war service doctors will be at home with their 
families for this Christmas and a jolly party for 
all auxiliary members and their families, with a 
big tree, chubby Santa Claus, sack of toys for the 
kiddies and refreshments for 
cheerful celebration. 

If any of you do have such parties, please write 
all about it to Mrs. Roy Carl Young, our Publicity 
Chairman, and through the Journal we can all 
hear of the wonderful time you’ve enjoyed. 

Because of general wartime curtailments in 
transportation, food and other facilities, we did 
not have a State Meeting last Spring and only a 
very few of our members heard of the splendid 
work done by our auxiliaries during the year. 

Having contributed so much to the success of 
these activities, I felt that you would like to hear 
about them. 

Our members reported 16,779 hours given to Red 
Cross as nurses aides, instructors and students in 
home nursing, flood control, first aid, work in hos- 
pitals and making surgical dressings; 3000 hours 
to war participation as assistants in gas and sugar 
rationing, bond drives ($335,965.00 of Bonds sold) 
and serving as hostesses in service centers. 

Donations were made to War Chests, Service 
Clubs and to the United War Fund. Books and 
other gifts were made to children in hospitals, 
Thanksgiving baskets distributed to needy fam- 
ilies and Christmas packages sent to patients of 
the Carville Leprosarium. Monthly financial aid 
is given to two indigent widows of former doctors. 
Layettes were made and given to needy mothers. 
Donations made to youth centers. Five hundred 
toys were collected for a Toy Loan Library, and 
a Christmas Party was given for children in one 
hospital. 


all sounds like a 
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Keen interest was shown in the anti-tuberey- 
losis campaign and one Auxiliary voted to buy a 
new flouroscopic machine for a local sanitarium 
caring for indigent patients. 

Doctor’s Day was celebrated with several fine 
editorials and cartoons in various state newspa- 
pers. 

The Cancer Control Drive for funds for educa- 
tional and detection Clinic purposes was ably as- 
sisted by our members. The Shreveport Auxiliary 
reporting a remarkable collection of $10,000. 

Our total membership is 534 and our bank bal- 
ance is $551.03. 

In the critical year which lies ahead it is essen- 
tial that the Auxiliary membership keep them- 
selves well informed as to the attempts made to 
change the status of medicine and imperil public 
health. 

The State Society President, Dr. Fuchs, has sug- 
gested that programs be arranged to present the 
doctors’ viewpoint, and that these programs be 
open to the public. Large groups of women have 
endorsed State Medicine. We must attempt to give 
them authentic information and facts including 
taxes and “promised” medical care. 


As a result of this war our country has become 
health-conscious, and there is every indication 
that the public will insist upon improved medical 
service. Our doctors are interested and anxious to 
help all people to get adequate medical care but 
they are opposed to regimentation; to a political- 
ized program of Government Compulsory Health 
Insurance. We can best help by being well in- 
formed on this subject which will enable us to give 
intelligent, concise answers to any questions we 
may be asked in regard to these matters. 

Our challenge as Auxiliary members of the med- 
ical profession is to stand shoulder to shoulder to 
help safeguard that profession. Never before were 
our opportunities for service greater. 

Our Auxiliaries have never failed to cooperate 
at all times in every state sponsored project — I 
congratulate you and warmly thank you for your 
help and kindness to me. I am yours to serve. 

May I ask your continued cooperation and sup- 
port during my year in office? 

With all of my heart I wish for each of you a 
Merry, Merry Christmas, and may every day in 
the New Year be a happy one. 


Mrs. Paut G. LACROIX, 
State President. 
For its Christmas meeting, the Woman’s Auxil- 
iary to the Orleans Parish Medical Society en- 
joyed a program of Christmas music sung by the 
girls of the McGehee Choir under the direction of 
Miss Gladys Sinclair. Mrs. H. Theodore Simon, 
President of the Society, presided at the meeting 
turning the group over to Mrs. Carroll Gelbke who 
is to succeed her as president for the coming year. 
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Hostesses for the afternoon were: Mesdames Lu- 
cien Delery, Frank Loria, Leopold Levy, A. J. Mc- 
Comiskey, R. B. Riera, G. F. Sustendal, Julius 
Wilson, Stanley Cohen, W. D. Norman, John Tan- 
ner. Mrs. W. H. Roeling and Mrs. Carroll Gelbke 
presided at the tea table, lovely with Christmas 
colored flowers and candles. 

Members and their guests enjoyed the program 
and tea. 

The President of the Woman’s Auxiliary to the 
Orleans Parish Medical Society, Mrs. H. Theodore 
Simon, enjoyed a luncheon at the Orleans Club 
given in her honor by the members of the board. 
The table was bright with holly and a large bowl of 
Christmas flowers. Mrs. Carroll Gelbke, President 
for the coming year and Mrs. Paul G. Lacroix, 
State President of the Woman’s Auxiliary to the 
Louisiana State Medical Society, were also hon- 
ored at the luncheon. 

A coffee was the monthly event the Woman’s 
Auxiliary of the East Baton Rouge Medical so- 
ciety, and was held recently at the home of Mrs. 
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Lionel Lorio. Mrs. Rhett McMahon poured during 
the hour, assisted by Mrs. E. Merse, Mrs. C. T. 
Morris, Mrs. T. H. Pargen, and Mrs. Clarence 
Lorio. 

Mrs. Roy Rabalais presided over a brief business 
meeting. A paper on the constructive program for 
medical care advocated by the American Medical 
Association was read. In January the auxiliary 
will honor the state president, Mrs. Paul Lacroix, 
and other state officers with a coffee at the home 
of Mrs. Arthur D. Long. 

Mrs. J. S. Anderson was welcomed as a new 
member and Mrs. C. P. Smith as a guest. Two 
members, Mrs. Webb McGehee, Jr., and Mrs. T. H. 
Pargen, whose husbands have returned from the 
service, were welcomed back into the group. 

The camelias, which abound in the Lorio gar- 
dens and of which Mrs. Lorio is most fond, were 
used in a profusion of beautiful colors for the cen- 
terpiece and at other points about the house. 
Pyracantha berries were also used to achieve a 
gala effect. 

Mrs. Roy CARL YOUNG, 
Chairman Press & Publicity. 
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BOOK REVIEWS 


The Abortion Problem: Proceedings of the Con- 
ference held under the Auspices of the National 
Committee on Maternal Health, Inc. Baltimore, 
The Williams & Wilkins Co., 1944. pp. 182. 
Price $2.50. 

This small volume of 180 pages represents the 
efforts of the National Committee on Maternal 
Health to find a solution to an ever-present med- 
ical and social problem. It is composed of the 
papers read to the committee by eminent physi- 
cians, statisticians, sociologists, and lawyers, as 
well as a round table discussion of the pertinent 
facts in each paper. The papers were presented 
in four groups: The Magnitude of the Abortion 
Problem; Spontaneous Abortion and Its Preven- 
tion; Social, Moral and Economic Causes, and 
Control of Abortion; and the Control of the Abor- 
tion Problem. 

The frequency of abortion, has been estimated 
by F. J. Taussig to be 681,000 per year in the 
U.S.A. (1935). Statistics presented by sociolo- 
gists suggested that the actual figures were some- 
what lower, in the neighborhood of 400,000. The 
frequency of abortions in various economic, social, 
and religious groups, the effect of literacy, and 
the effect of contraceptive education upon abor- 
tion, have been presented in carefully prepared 
studies. When one considers that 30 per cent of 
maternal deaths are directly attributable to abor- 
tion, either spontaneous or induced, the serious 
nature of the problem becomes evident. The con- 
flicts in various laws dealing with abortion pre- 


vent the state from effectively dealing with abor- 
tionists, either the medical or the non-medical. 
John Harlan Amen, District Attorney of New 
York, presented the difficulties of his office both 
in obtaining convictions, and in correcting con- 
flicts in the law. 

The consensus of the conference was that the 
abortion problem, in all of its aspects, when 
stripped to the barest essentials, was one of edu- 
cation of the population in general. Improved sex 
education, premarital instruction, and contracep- 
tive advice seem to be the most promising means 
of control. 


1 a = —— 
This volume is recommended in part to all who 


practice medicine in any of its branches. It 
especially recommended to the earnest considera- 
tion of all who treat women during their repro- 
ductive years. 


is 


JOHN C. WEED, M. D. 


Clinical Urology: By Oswald Swinney Lowsley, 
A.B., M.D., F.A.C.S., and Thomas Joseph Kir- 
win, M.A., M.S., M.D., F.A.C.S. Baltimore, Wil- 
liams & Wilkins Co., 1944. 
$10.00. 2nd Edition. 

The authors have covered the subject up to 
date of publication in a most satisfactory instruc- 
tive manner including the 
drug therapy. 

This comment would not begin to be complete 
without giving Wm. P. Didusch credit for the 


2v. plates. Price 


revolutionization in 
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which text 
for their interpretation and surgical execution. 
MoNROE WOLF, M. D. 


magnificent illustrations require no 


Penicillin Therapy Including Tyrothricin and Other 
Antibiotic Therapy: By John A. Kolmer, M.S., 
M.D., Dr.P.H., Se.D., LLD., L.H.D., F.A.C.P. 
New York. D. Appleton-Century Company, Inc., 
1945. pp. 302. Price $5.00. 

This recent review of the development of our 
knowledge of 
peutic studies 


penicillin 
but 


includes not only thera- 
achievements realized in 
Particularly in the latter aspect 
the author is well qualified by 
training and experience to present a clear ap- 
praisal of the advances which have been made. 
After a general , antibiotic substances 
and their significance, the methods of 
production and purification of penicillin are re- 
viewed. This is followed by a discussion of the 
means of determining both the potency of prepara- 
tions prepared in the laboratory and also the 
content in fluids. The physical properties 
and what little is known of the chemistry of pen- 
icillin is presented. The absorption, distribution 
in body fluids and excretion of the drug receives 
full consideration along with methods of admin- 
istration, dosages and consequent blood levels. The 
toxic manifestations, probably due to impurities, 
encountered in clinical use are briefly discussed 
and its low degree of toxicity both in animals and 
man is emphasized. 

The organisms which are susceptible and not 
susceptible to the action of penicillin are listed 
and the experimental evidence upon which this is 
based, is briefly reviewed. Of particular interest 
in this regard is a comparison of the antimicrobial 
activities of penicillin and sulfonamides and also 


also 
the laboratory. 
of the subject 


survey of 
biologic 


body 


of their comparative merits as therapeutic agents. 
Furthermore, the fact that penicillin is by no 
means a cure-all is stressed by the list of diseases 
in which it is ineffective. 

Penicillin therapy is discussed with direct 
erence to the experience of many 
Particular given to 
pneumococcal, 


ref- 
investigators. 
attention is staphylococcal, 
meningococcal, gon- 
ococcal and clostridial diseases, to the treatment of 
burns and wounds, to syphilis and a variety of 
miscellaneous 

Although penicillin 
the laboratory and clinical aspects of other anti- 
biotic agents such as 


streptococcal, 


conditions. 


the major emphasis is on 


tyrothricin, gramacidin S, 


streptothricin, patulin, chlorophyll and streptomy- 
cin are briefly reviewed. 


This is an authoritative work with an extensive 
bibliography. It is amply indexed and may well 
be used as a reference book on the subject. It is 
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recommended to the medical profession as a read- 

able review of the literature to date on penicillin, 
RALPH G. SMITH, M. D. 

A Bibliography of Visual Literature, 19389-1944: 

Compiled by John F. Fulton, Phebe M. Hoff and 

Henrietta T. Perkins. New Haven, Yale Uni- 

versity, 1945. pp. 117. Price $3.00. 

This volume will be a valuable addition to pri- 
vate and public medical libraries and will be ex- 
tensively used by all interested in recent ophthal- 
mic bibliography. 

Being written essentially for the needs of war, 
few references to diseases of the eyes pre- 
sented. The average ophthalmologist is more deeply 
interested in the latter now that the problems of 
wartime are less important. 

This small volume contains the titles, authors 
and publications of all visual literature which per- 
tain directly or indirectly to the war. Thirty-three 
hundred articles and books are mentioned in the fol- 
lowing order: (1) Anatomy and Ophthalmology; 
(2) Physiology and Psychology; (3) Visual Exami- 
nation and Testing (including Methods and Instru- 
ments); (4) Correction of Ocular Defects in Mil- 
itary Personnel; (5) Training for Military Special- 
ties (including Optimal Conditions and Procedure, 
Job Analyses); (6) Ocular Trauma (in Military 
Services) ; (7) Goggles and Ocular Protection; (8) 
Visibility. The last three sections contain a key 
to abbreviations of journals cited and indices of 
authors and subjects. 


are 


Cuas. A. BAHN, M. D. 


PUBLICATIONS RECEIVED 

Cutler Publishing Co., Chicago: Theory of Life, 
Disease and Death, by Morton Whitby, F. R. S. 
x. B. &. €. &. 

Grune & Stratton, Inc., New York: Hypno- 
analysis, by Lewis R. Wolber, M. D. Personality 
Factors in Counseling, by Charles A. Curran, 
Ph. D. 

Johns Hopkins Baltimore: 
Sickness, by Owsei Temkin, M. D. 

Lea & Febiger, Philadelphia: The Extremities, 
by Daniel P. Quiring, Ph. D., Beatrice A. Boye, 
Erna L. Boroush, M. A., and Bernadine Lufkin, 
A. 3. 

J. B. Lippincott Co., Philadelphia: Clinics, by 
George M. Piersol, M. D. Manual of Diagnosis 
and Management of Peripheral Nerve Injuries, by 
Robert A. Groff, M. D. and Sara Jane Houtz, B. S. 

W. B. Saunders Co., Philadelphia: Textbook 
of Pediatrics, by Waldo E. Nelson, M. D. Diseases 
of the Nose, Throat, and Ear, by Chevalier Jack- 
son, MW. D., Se. D.. Li. BD. F. A. C. & ane 
Chevalier L. Jackson, M. D., M. Sc., F. A. C. S. 
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